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' as powerful as the narcotics 


in cough suppression... 
but much longer acting 


NON-NARCOTIC 
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1 Chlophedianol HCI 


SYRUP | a 
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one teaspoontul affords ULO maintains its maximal cough-suppressant 
4 to 8 hours’ freedom &flect undiminished for 4 to 8 hours, thus calling 


“ from cough distress for fewer daytime doses and usually providing free- 


dom from cough distress through the night. 
80 | 
notable safety There are no known contraindications. Free from | 
“ the undesirable side actions of narcotics. Side effects | 
such as nausea and transient dizziness occur 
87 infrequently. 
87 


extensive clinical Used in thousands of patients with acute cough 
88 experience from any cause, ULO has proved as effective as 
narcotics but superior to them in duration of action. 


90 
Write for Physicians’ Reference Brochure with full 
bibliography. 
91 
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For demonstrably greater relief in asthma’ 


CLEARS the bronchial tree of thick mucus and WILAVES the bronchioles 


Bronkotabs is more effective because it is more 
comprehensive in treatment. First, Bronkotabs 
dilates bronchioles, combats local edema and 
provides mild sedation. 


In addition, Bronkotabs decongests, using a most 
effective expectorant (glyceryl guaiacolate)? to 
liquefy and help expel the thick, tenacious mucus 
which is the cause of much of the respiratory 
distress in chronic asthma.? Since asthma is a 
chronic allergic disease of the bronchial tree,? 
Bronkotabs also supplies a highly efficient anti- 
histamine (thenyldiamine) for prophylactic main- 
tenance.4 Marked and consistent relief of 
symptoms with minimum side effects can be 
expected with a dose of one tablet every 

three or four hours, not to exceed five 
times daily. 


In a recent study! of 40 patients with 
asthma, 33 patients (82.5%) reported 


Bronkotabs brought fair to good relief from 
asthmatic symptoms. Asthma relief was expressed 
by ease of expectoration of secretions, reduction of 
bronchospasm, and increased vital capacity. “The 
combination of drugs used in... [BRONKOTABS] 
... gave greater relief in these patients than the 
conventionally used tablet (ephedrine, theophyl- 
line, phenobarbital]. . .” 


BRONKOTABS DOES MORE FOR THE ASTHMATIC BECAUSE 

IT 1S MORE COMPREHENSIVE IN ACTION. Each tablet con- 

tains: Theophylline 100 mg.; Ephedrine Sulfate 24 mg.; 

Phenobarbital 8 mg.; Thenyldiamine HCI 10 mg. and 

Glyceryl Guaiacolate 100 mg. 

Supplied: bottles of 100 white scored tablets. 
References: 1. Spielman, A. D.: In press. 2. Schwartz, 
E., et al.: Am. Pract. & Digest Treat. 7:585, 1956. 3. 
Ogden, H. D., and Fuchs, M.: J. Louisiana M. Soc. 


8g 
111:175, 1959. 4. Drill, W. A.: Pharmacology in Medi- 
cine, New York, McGraw-Hill Co., 1954, p. 41. 


A. BREON COMPANY 
ORES 


Now available 
cherry flavored 


BRONKOTAB) 
ELIXIR 
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uw, 
KEEPS 

THE STOMACH 
FREE OF PAIN 


THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress pain and 
spasm, and to allay anxiety and tension 
with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE osage: 1 tablet t.id. at mealtime and 
IN TWO 2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethy! chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


®Miltown +anticholinergic 


® 
WALLACE LABORATORIES Cranbury, N. J. WW) 
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acetylsalicylic acid (300 mg.) and chlormezanone (50 mg.) 
Tablets 


Trancoprin 
interrupts 
the pain cycle 
at 3 points 


~ 
DBD 
: = 
& 
a = 
: 


Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm" 
and quiets the psyche.?*>.7 


The effectiveness of Trancoprin has been demonstrated clinically® in a 
number of patients with a wide variety of painful disorders ranging from 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of 
862 patients,’ Trancoprin brought excellent or good relief of pain to 88 per cent 
of the group. In another series,? Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 
excellent results obtained prompted the prediction that Trancoprin “... will 
prove a valuable and safe drug for the industrial physician.” 


No serious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 
effects.°° In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 


Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —»tension—»spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 


The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stomach 
for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 


Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal® brand]. Bottles of 100 and 1000. 


non-narcotic analgesic 


References: 1. DeNyse, D. L.: M. Times 87:1512, Nov., 1959. 2. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 
3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 2:127, April, 
1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin, W. G., and Epifano, Leonard: Am. 
Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 8. Collective 
Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An evaluation of a muscle 
relaxant (Trancopal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


(| Jnthoop LABORATORIES , New York 18, N. Y. 


Trancoprin and Trancopal (brand of chi ) trademarks reg. U.S. Pat. Off. 1518M 
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TWO REINS 
TO CHECK 


of its ability to 
produce effective re- 


with minimum 
lecta” 


A balanced and buffered formula 

providing effective bronchodilation, 
mucus-thinning and expectorant action. 
Contains aminophylline, ephedrine, 
potassium iodide, phenobarbital. 


BR ONE TABLET, 3 OR 4 TIMES DAILY 


Wm. P. Poythress & Co., Inc. 


ETHICAL PHARMACEUTICALS © RICHMOND (7, VIRGINIA 
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BELOW IS A COMPLETE 


AS A SERVICE TO THE PRESCRIBING 
STATEMENT OF DOSAGE AND PRECAU- 


TIONS AS SET FORTH IN THE BASIC 
PRODUCT LITERATURE 


PHYSICIAN, 


DOSAGE (Tablets and Suspension) 


For severe infections: 


Adults: 4 tablets or 8 teaspoonfuls (2 Gm) initially followed by 
2 tablets or 4 teaspoonfuls (1 Gm) daily thereafter. 


Children: 


Body Weight Initial Dose 


Daily Dose Every 
24 Hours Thereafter 


ablet or 


¢ kt 
0.5GM | 2 teaspoonfuls 


20 Ibs 


25Gm 


{ % tablet or 
1 teaspoonful 


tablets or 


40 Ibs teaspoonfuls 


1Gm 


0.5 Gm | 


{ 1 tablet or 
2 teaspoonfuls 


2Gm ! 4 tablets or 


80 Ibs | 8 teaspoonfuls 


{ 2 tablets or 


1Gm 4 teaspoonfuls 


DOSAGE: (Pediatric Brops) 

For moderate to severe infections: 2 drops (25 mg) per pound 
body weight followed by 1 drop (12.5 mg) per pound body 
weight daily thereafter. 


Continue therapy for 5 to 7 days or until patient is asympto- 
matic for at least 48 hours. 


For mild infections: Less severe infections will usually respond 
to one-half the above dosage. 


Caution: The usual precautions in sulfonamide therapy should 
be observed, including the maintenance of an adequate fluid 
intake. In the event of headache, nausea, vomiting, urticaria, 
rash, fever or hematuria, the use of the drug should be discon- 
tinued. When Madribon is used intermittently or for prolonged 
periods, blood counts should be performed to determine 
whether blood dyscrasias have occurred. The use of the drug 


should be stopped immediately if alterations in the hemato- 
poietic system are observed. Patients with impaired renal func- 
tion should be followed closely since renal impairment may 
cause excessive drug accumulation. Madribon should not be 
administered to patients with a history of adverse reactions to 
sulfonamide therapy. 


Madribon, like most sulfonamides and certain other drugs, is 
probably contraindicated in premature infants — and newborn 
infants for the first week of life — because of underdeveloped 
enzyme systems and immature liver and renal functions. 


Packages: Madribon Tablets: 0.5 Gm, double-scored, mono- 
grammed, gold colored — bottles of 30, 100, 250, and 1000. 
Madribon Suspension: 0.25 Gm/teasp. (5 cc), custard flavored 
— bottles of 4 oz and 16 oz. Madribon Pediatric Drops: 250 
mg/cc (20 drops) — 10-cc bottle with drop-dispensing tip. 


O 


“just right” relief from pain 
...e it subtle or severe 


The need for relief of suffering can be met effi- 
ciently and with a high degree of safety with 
the ‘Empirin’ family of analgesics...carefully 
graded to give the proper degree of analgesia 
for each degree of pain. 


‘TABLOID’ 


‘EMPIRIN’ COMPOUND’ 


Acetophenetidin ... ... gr. 2%, 
Acetylsalicylic Acid .. .. gr.3% 


‘TABLOID’ 


‘EMPIRIN’ COMPOUND 


WITH 


CODEINE PHOSPHATE 


CODEINE PHOSPHATE — gr. %NO. 1 
CODEINE PHOSPHATE — gr. %4 NO. 2 
CODEINE PHOSPHATE — gr. %@NQ. 3 


CODEINE PHOSPHATE — or. 1 NO. 4 


*Subject to Federal Narcotic Regulations. 
Available on oral prescription where 


ee state law permits. 
a 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, New York 
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headaches, colds and fever 


minor surgery, postpartu 


le spasm and migraine 


fractures, synovitis and bursitis 
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earaches, thea and neuralgia 
m pain and trauma 
organic disease, musc 


CONTROL WHEN IT 
IS VITALLY NEEDED: 
THORAZINE® INJECTION 


brand of chlorpromazine 


‘Thorazine’ can rapidly control the severely 
agitated patient, preventing him from harming 
himself or those around him. Usually, his 
belligerence, hostility and excitement are re- 
placed by rational, docile behavior, and he 
becomes receptive to guidance and counselling. 


‘Thorazine’ is so effective in agitation because 
it provides an intense tranquilizing effect, for 
control of both emotional and physical hyper- 
activity; and a transitory soporific effect, for 
added initial control of physical hyperactivity. 


Smith Kline & French Laboratories 
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When it's penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIP 


potassium phenethicillin 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 


Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 
stituted liquid. : 


Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 4 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 


| 4 
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Introducing... 


MILTOWN® + HYDROCHLOROTHIAZIDE 


new therapy for 


hypertension 


and 


congestive 
failure 


For samples and complete literature, write to 


WALLACE LABORATORIES/Cranbury, N. J. 
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lowers blood pressure 


drains excess water 


calms apprehension 


Created especially for those patients whose 


emotional condition complicates the treatment 


of hypertension and congestive failure 


Now the most widely prescribed 
diuretic-antihypertensive, hydro- 
chlorothiazide, is combined with the 
most widely prescribed tranquilizer, 
meprobamate. Called ‘‘Miluretic’’, 
it constitutes new, effective therapy 
for hypertension and congestive 
failure—especially when emotional 
factors complicate your treatment. 


What does Miluretic do? Both com- 
ponents are of proven value in 
hypertension. And in congestive 
failure, Miluretic induces smooth, 
continuous diuresis. Miluretic’s 


hew 


biggest advantage is that it tran- 
quilizes hypertensive and edema- 
tous patients safely and quickly. 
Avoids side effects of other 
antihypertensive agents 
Antihypertensive agents derived 
from Rauwolfia often cause reac- 
tions such as depression and nasal 
congestion; Miluretic does not. 


Miluretic is a highly effective, safe 
combination that gives the physi- 
cian new convenience in the treat- 
ment of hypertension and congestive 
failure. 


Miluretic 


MILTOWN + HYDROCHLOROTHIAZIDE 
Composition: 200 mg. Miltown (meprobamate, 


Available Wallace) + 25 mg. hydrochlorothiazide 
at all Dosage: For hypertension, | tablet four times a day. For 
pharmacies congestive failure, 2 tablets four times a day. 


Supplied: Bottles of 50 white, scored tablets 
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effective 

therapy 
in the 
critical 


® 


Powder 


The buffered acid vaginal douche with low surface tension 


The normal pH of the vagina (3—4.5) inhibits the growth of most 
pathogens, but several factors such as menstruation and vaginal in- 
fections may cause the vaginal pH to rise . . . thus promoting greater 
growth of pathogens. 


A simple acid douche will restore normal vaginal pH, but it is quickly 
neutralized by the alkaline mucosa and pH rises again. An effective 
therapeutic agent must be buffered to maintain the pH for several 
hours and must also be able to penetrate the folds of the vaginal 
mucosa for effective cleansing. 


FORMULA: Ammonium Alum, Boric Acid, Phenol, Eucalyptol, 
Berberine, Menthol, Thymol and Methyl Salicylate. 
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A Massengill Powder douche 


14 
provides effective therapy 
13 
because it: 
12 


The buffered acid douche solution of Massengill 
Powder (pH 3.5-4.5) resists neutralizing. And 
this normal, low pH is maintained for 4 to 6 hours 


in ambulant patients . . . and as long as 24 hours in 
recumbent patients. 


4 INHIBITS PROPAGATION OF PATHOGENS 
Low pH of Massengill Powder solution inhibits 


propagation of monilia, trichomonas vaginalis and 
pathogenic bacteria while simultaneously 
moting growth of beneficial Déderlein bacilli. 


es PENETRATES VAGINAL MUCOSAL FOLDS 
Low surface tension of Massengill i »wder, solution 
is 50 dynes/cm. (vinegar is 72 ditea/cza.). This 
enables it to penetrate and cleanse folds of the 
vaginal mucosa. And this low surface tension makes 
cell walls of infecting organisms more susceptible 
to therapy. 


(4) WON’T DEVELOP RESISTANT STRAINS 


Because normal pH is restored, normal environ- 
ment is created . . . pathogens can’t thrive . . . re- 
sistant strains can’t develop as with antibiotics. 


5) 1S ACCEPTABLE TO PATIENTS 


Clean, refreshing fragrance of Massengill Powder 


is acceptable to the most fastidious. Solutions are 
easily prepared, convenient to use, nonstaining . . . 
also mildly astringent and soothing to inflamed 
mucosa. 


Write for samples and literature 


THE S.E. Miassencite COMPANY 
BRISTOL, TENNESSEE 
KANSAS CITY *« NEW YORK « SAN FRANCISCO 
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important new drug in the 
treatment of Amebiasis 


90% cures with 


Re-examinations four months 


(From Craig and Faust, 
Clinical Parasitology) 


19% INCIDENCE: ANAMEBA SPECIFIC 
FOR AMEBIASIS 


Frye and Lampert! recently studied the 
effect of Anameba in the treatment of 
asymptomatic Endameba histolytica 
carriers. They concluded that ‘‘Results 
of treatment . . . with Anameba in a 
group of 23 carriers of E. histolytica 
were excellent. No toxic reactions or 
side effects were noted among the 49 
subjects who received the drug... 
There was no nausea, diarrhea or other 
sign of toxicity or side effects.” 


RESULTS OF POST-TREATMENT STOOL EXAM- 
INATIONS FOR E. HISTOLYTICA 
No. Positive 


After First Course 
of Treatment 


No. of Patients 
Examined 


| No. of | No. Positive | 
Controls | Before Treatment 
15 | 206 | 23 | 2 


later showed 90% of 
the patients were 
still cured. 


8 DAYS OF TREATMENT RESULTS 
IN 909% CURES 


A single course of treatment (1 tablet t.id. for 8 
days) results in improvement or complete allevia- 
tion of symptoms. Relief of symptoms of abdominal 
distress and flatulence is prompt. No toxic reactions 
or side effects occur, and no alteration in diet is 
necessary during Anameba therapy. 


Each Anameba tablet contains: Iodochlorhydroxy- 
quin 125 mg., and Bacitracin-methylene disalicylate 
5000 U.S.P. Units. Supplied: In bottles of 24 tablets. 


When you suspect amebiasis—specify ANAMEBA. 
For additional information, please write our Med- 
ical Department. 


1. Frye, W.W., and Lampert, R.: Treatment of 
Asymptomatic Endamoeba histolytica Carriers with 
a Formulation of Bacitracin-Methylene Disalicylate 
and Iodochlorhydroxyquin (Anameba). (To be pub- 
lished in Am. J. Gastroenterol., October, 1960.) 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Ill. 
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the position of Gantrisin as a drug of choice in genit urinary infections. |{eocH r 
Consult literature and dosage information, 
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no cures in the first 
ten million “tries” 


only consistent, sustained relief of cold symptoms 


In 9 years Novahistine formulas haven't cured a single cold but, according 
to National Prescription Audits, they have been prescribed for relief of 
symptoms in over 10,000,000 patients. 


Novahistine LP, for instance, brings prompt, continuous cold symptom 
relief for 8 to 12 hours. Two Novahistine LP tablets in the morning and two 
in the evening will control the average patient's cold discomforts. Each 
tablet contains 25 mg. phenylephrine hydrochloride and 4 mg. chlorpro- 
phenpyridamine maleate. 


Novahistine LP 
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GENTLE 
STIMULATION 
OF COLONIC 

PERISTALSIS 


The active principle of Dorbane 
reaches the colon through the circula- 
tion..It acts directly and selectively 
upon the intrinsic plexus of the colon. 
The small bowel is not affected. With- 
in 6 to 12 hours evacuation occurs 
without cramping or griping. Non- 
habituating. Each scored tablet of 
Dorbane contains 75 mg., and each 
teaspoonful of orange-flavored liquid 
contains 37.5 mg. of 1,8 dihydroxy- 
anthraquinone. Suitable for patients 
of all ages. 


Dorbantyl combines the colonic stim- 
ulant action of Dorbane (25 mg.) with 
the stool-softening effect of dioctyl 
sodium sulfosuccinate (50 mg.), an 
inert and safe surface-wetting agent, 
in each orange-and-black capsule. 


Dorbanty] Forte offers double strength 
dosage of the Dorbanty] combination 
for greater convenience and economy 
for patients requiring extra potency. 
In orange-and-gray capsules. 
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Sustains 
retains 


Extra 
antibiotic 


attains activity 
levels promptly 


DECLOMYCIN Demethylchlortetracycline attains— 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE 


TETRACYCLINE 


ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 


THERAPY THERAPY 


sustains activity 
levels evenly 


DECLOMYCIN DemethylIchlortetracycline sustains, 


through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which character 
ize other tetracyclines. 
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TIBACTERIAL ACTION | PROTECTION AGAINST PROBLEM PATHOGENS 
a PQBITHVE ANTIBACTERIAL ACTION , PROTECTION AGAINST PROBLEM PATHOGENS 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


retains activity 


levels 24-48 hrs. 


DECLOMYCIN Demethyichlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines... but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


CAPSULES, 150 mg,., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg.’ per 
pound body weight per day—divided into 4 ‘doses. 


PRECAUTIONS-—As with other antibiotics, DECLOMYCIN 
may occasionally give rise to glossitis, stomatitis, proc- 
titis, nausea, diarrhea, vaginitis or dermatitis. A photo- 
dynamic reaction to sunlight has been observed in a few 
patients on DECLOMYCIN. Although reversible by discon- 
tinuing therapy, patients should avoid exposure to in- 
tense sunlight. If adverse reaction or idiosyncrasy occurs, 
discontinue medication. 

Overgrowth of nonsusceptible organisms is a pussi- 
bility with DECLOMYCIN, as with other antibiotics. The 
patient should be kept under constant observation. 


&> 
LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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(pyrvinium pamoate suspension, Parke-Davis 


SINGULARLY EFFECTIVE 


IN A SINGLE DOSE 


Unlike previous therapeutic regimens which required 
a multiple-dose schedule, POVAN SUSPENSION effectively 
controls most pinworm infections with a single dose in 
most cases. This outstanding vermicidal action makes 
it ideal, too, for preventing spread of infection in fam- 
ilies or institutions. 

A pleasant-tasting, strawberry-flavored liquid, POVAN 


SUSPENSION is readily accepted and well tolerated. 
Because of its one-dose efficacy, POVAN SUSPENSION 
is also favored for its reduction both of the duration 
and cost of treatment. 

Administration and Dosage: POVAN SUSPENSION is administered 
orally to a child or an adult in a single dose, equivalent to 
5 mg. pyrvinium base per Kg. of body weight. For convenience, 
one 5-cc. teaspoonful per 22 pounds (10 Kg.) of body weight 


as a pleasant-tasting, 
he equivalent of 10 mg 


that POVAN SUSPENSION 


stain 


ans, for details of admin- 


PARKE-DAVIS 


PARKE DAVIS & COMPANY: DETROIT 32. MICHIGAS 


® 

may be used 

Supplied: POvAN SUSPENSION is availat 

strawberry-flavored liquid containing 

pyrvinium base per cc., in 2-02. bottles 

a Note: Parents and patients should be told rere 

” will color stools a bright red and. if spilled, will J 

i See medical brochure, available to physic = 

istration and dosage 
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Proven 


in over five years of clinical use and 


more than 750 published clinical studies: 


Outstandingly Safe 


¢ simple dosage schedule produces rapid, reliable 


Effective 


for relief of anxiety and tension 


tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


i WALLACE LABORATORIES / Cranbury, N. J. 
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READILY 
ABSORBED 


REMARKABLY 
WELL TOLERATED 
EXTREMELY 
PALATABLE 


AVOIDS 
UNCERTAINTIES OF 
ENTERIC-COATED 
TABLETS AND 
DANGERS OF 
INTRAVENOUS 
POTASSIUM 


Ks 


WARREN-TEED 


4, 


Kx 
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2 squeeze of modern diuretics. 
bates excess fluids — but loss 
of potassium Is unavoidable 


It must be replaced. 
use 


elixir 


(Potassium Gluconate, W-T) 


A tablespoonful of KAON Elixir twice daily (30 cc.) 
supplies the approximate normal daily potassium 
requirement (40.0 mEq.) — is approximately equal to 
the elemental potassium in one fourth gallon of orange 
juice. One teaspoonful (5 cc) approximately equals 
the potassium in 0.5 Gm. of potassium chloride. 


WITH ADRENAL CORTICOID THERAPY, 
KAON IS USEFUL IN PREVENTING 
POTASSIUM DEPLETION. 


References: W. J. Kolff, “Acute Renal Failure: Causes 
and Treatment,” The Medical Clinics of 
North America, 30:1052 (July 1955). 


Peter Forsham, “Symposium on Adrenal 
—" Therapy,” Metabolism, 7:19 (Jan. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland 
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IN SINUSITIS, COLDS AND UPPER RESPIRATORY DISORDERS 


DIMETAPP Extentabs 


LET YOUR PATIENTS BREATHE EASIER! 


In sinusitis, colds and other upper respiratory and 
allergic disorders, new DIMETAPP Extentabs offer 
more useful decongestant therapy. 


UNSURPASSED RELIEF OF NASAL CONGESTION: 
In DIMETAPP Extentabs, the unexcelled antihista- 
mine, Dimetane, and two outstanding decongest- 
ants— phenylephrine and phenylpropanolamine — 
promptly dry secretions and reduce edema and 
congestion in the nose, the sinuses, and the upper 
respiratory tract. 

CLEAR BREATHING FOR 12 HOURS ON 1 TABLET: 
Long-acting DIMETAPP Extentabs offer up to 
12-hour relief on just one tablet. Easier-to-use 
DIMETAPP reaches into areas which nose drops or 


sprays can't touch—without rebound congestion. 
EXCEPTIONAL FREEDOM FROM SIDE EFFECTS: 
DIMETAPP Extentabs are exceptionally free of side 
reactions. Dimetane offers a high percentage of 
relief with only drowsiness as a possible, infrequent 
side effect. Small, fully efficient dosages of decon- 
gestants minimize overstimulation. 


DIMETAPP,Extentabs contain Dimetane® (parabromdylamine [bromphen- 
iramine] maleate) 12 mg.,phenylephrine HC! 15 mg.,and phenylpropanol- 
amine HC! 15 mg. 

DOSAGE; Adults—1 Extentab q.8-12 hours. Children over 6—1 Extentab 
q.12 hours. Administer with caution to patients with cardiac or peripheral 
vascular diseases and hypertension, and to those sensitive to antihistamines. 
See package insert for further details and bibliography. 


A. H. Robins Co., Inc., Richmond 20, Virginia 
ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 
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CREMOMYCIN. 


Merck Sharp & Dohme 
Division of Merck & Co., Inc. 
Philadelphia, Po. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN-—rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrhea-causing organisms. 

SULFASUXIDINE@ (succinylsulfathiazole)—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


CREMOMYCIN AND SULFASUMIDINE ARE TRADEMARKS OF MERCK & CO., INC. 
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brand of phenylbutazone 


Geigy 


Ten years of world-wide experience. ..almost 2000 
published reports...have progressively entrenched 
Butazolidin as the leading nonhormonal antiarthritic 
agent. 

In virtually all forms of arthritic disorder, Butazolidin 
affords prompt symptomatic and objective improve- 
ment without development of tolerence...without — 
danger of hypercortisonism. 

Butazolidin®, brand of phenylbutazone, tablets of 
100 mg.; Butazolidin® alka capsules containing 
Butazolidin, 100 mg.; dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate, 150 mg.; homatro- « 
pine methylbromide, 1.25 mg. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York BU 564-61 Gaigy 
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385 cc. 12 Ounces List Mo 346 


& 


MAALOX 


RORER 


(MAGNESIUM ALUMINUM HYDROXIDE GEL) 


ANTACID — DEMULCENT 
NON-CONSTIPATING 


A 


Magnesium a 
Aluminum Hedtrowides for 


Shake Well Before Using 


KEEP BOTTLE TIGHTLY CLOSED 
KEEP FROM FREEZING 
WILLIAM H. RORER, Inc. 


Pharmaceutical Chemists Philadelphia. Ps USA 


NO TASTE FATIGUE 
EXCELLENT RESULTS 
NO CONSTIPATION 


the most widely prescribed and 
most wearable of all antacids 


suspension tablets 
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In a nation-wide clinical trial, 183 physi- 
cians have reported on the first 1000 cases 
of allergy and/or pruritus treated with 
Forhistal. In the 539 cases in which a com- 
parison was made, Forhistal was judged 
better than previous therapy in 8 out of 10 
patients. Watch your mail for more details 
of this important study, and for complete 
information about Forhistal, including dos- 
age, side effects and cautions. 


SUPPLIED: Tablets, 1 mg. (pale orange, 
scored). Lontabs, 2.5 mg. (orange). Syrup (pink), 
containing 1 mg. Forhistal maleate per 5-ml. 
teaspoon. Pediatric Drops (pink), containing 

0.5 mg. Forhistal maleate per 0.6 ml. 


FORHISTAL® maleate (dimethpyrindene maleate CIBA) 
LONTABS® (long-acting tablets CIBA) 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae | = 
may produce sudden rapid impairment of renal 


function. One duct of Bellini probably drains 
more than 5000 nephrons. It is easy to see why a 
small abscess or edema in this area may occlude : 
a portion of the papilla or the collecting ducts 
and may produce a functional impairment far in ; 
excess of that encountered in much larger lesions 
in the cortex.”! 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), high- 
lights the importance of obstruction to the 3 
urine flow in the pathogenesis of pyelonephritis. x 
“There is good cause to support the belief that és 
many, perhaps most, cases of human pyelone- cs 
phritis are the result of infection which reaches 
the kidney from the lower urinary tract.’ 


to eradicate the pathogens no matter the pathway 


FURADANTIN 


brand of nitrofurantoin 


High urinary concentration @ Glomerular filtration plus tubular excretion @ Rapid antibacterial 
action @ Broad bactericidal spectrum e Free from resistance problems @ Well tolerated—even 
after prolonged use @ No cross resistance or cross sensitization with other drugs 
Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & 
Med. 30:406, 1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 
NITROFURANS—a unique class of antimicrobials 
eo) EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


WHAT. 
LABORATORY 
PROCEDURES 
ARE INDICATED IN" 
DIABETICS WITH | 
URINARY TRACT | 
_ INFECTIONS? 


A urine culture is absolutely essential in the diabetic suspected of having a urinary tract infec- 
tion since such infection is not always accompanied by pyuria. It is also essential to keep the 
urine free from sugar—as shown by frequent urine-sugar tests—for successful therapy. 

Source: Harrison, T. R., et al.: Principles of Internal Medicine, ed. 3, New York, McGraw-Hill Book Co., 1958, p. 620. 


the most effective method of routine testing for glycosuria... 
color-calibrated 

BRAND Reagent Tablets 
the standardized urine-sugar test for reliable quantitative estimations 


Urinary tract infections are about four times more frequent in the diabetic than in 
the non-diabetic. The prevention and treatment of urinary tract infections, as well as 
the avoidance of other complications of diabetes, are significantly more effective in the 
well-controlled diabetic. The patient should be impressed repeatedly with the importance 
of continued daily urine-sugar testing—especially during intercurrent illness—and warned 
of the consequences of relaxed vigilance. 


“urine-sugar profile”? with the new Graphic Analysis Record included in the CLINITEST 
Urine-Sugar Analysis Set (and in the tablet refills), daily urine-sugar readings may be recorded to 
form a graphic portrayal of glucose excretion most useful in clinical control. queen 
¢ motivates patient cooperation through everyday use of Analysis Record 

° reveals at a glance day-to-day trends and degree of control AM ES 
» provides a standardized color scale with a complete range in the familiar blue-to. COMPANY, INC 


Elkhart « Indiana 
Orange spectrum Toronto * Canada 


guard against ketoacidosis ADDED SAFETY FOR DIABETIC CHILDREN 


.. test for ketonuria AC ETEST® KETOSTI X° 


for patient and physician us€ = Reagent Tablets Reagent Strips 
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UNSURPASSED “GENERAL-PURPOSE” CORTICOSTEROID... 


Aristocor 


Triamcinolone LEDERLE 


OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 


a 
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unsurpassed efficacy and relative safety in the therapy of rheumatoid arthritis, 
inflammatory and allergic dermatoses, bronchial asthma, and all other condi- 
tions in which corticosteroids are indicated. But ARISTOCORT has also opened up 
new areas of therapy for selected patients who otherwise could not be given corti- 
costeroids. Medicine is now in an era of “special-purpose”’ steroids.' 


One outstanding advantage of triam- 
cinolone is that it rarely produces 
edema and sodium retention.!:? 


The clinical importance of this prop- 
erty cannot be overemphasized in 
treating certain types of patients. 
McGavack and associates® have 
reported the beneficial results with 
ARISTOCORT in patients with existing 
or impending cardiac failure, and those 
with obesity associated with lymph- 
edema. Triamcinolone, in contrast to 
most other steroids, is not contraindi- 
cated in the presence of edema or 
impending cardiac decompensation.* 


Hollander! points out the superiority 
of triamcinolone in not causing mental 
stimulation, increased appetite and 
weight gain, compared to other steroids 
which produce these effects in varying 


degrees. And McGavack,? in a compar- 
ative tabulation of steroid side effects, 
indicates that triamcinolone does not 
produce the increased appetite, insom- 
nia, and psychic disturbances associ- 
ated with other newer steroids. 


ARISTOCORT can thus be advantageous 
for patients requiring corticosteroids 
whose appetites should not be stimu- 
lated, and for those who are already 
overweight or should not gain weight. 
Likewise, ARISTOCORT is suitable for 
the many patients with emotional and 
nervous disorders should not be 
subjected to psychic stimulation. Fur- 
thermore, ARISTOCORT Triamcinolone, 
in effective doses, showed a low inci- 
dence of side reactions and is a steroid 
of choice for treating the older patient 
in whom salt and water retention may 
cause serious damage.” 


References: 1. Hollander, J. L.: J.A.M.A.172:306 (Jan. 23) 1960. 2. McGavack, 
T.H.: Nebraska M. J. 44:377 (Aug.) 1959. 3. MceGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 (Dec.) 


1958. 


Precautions: Collateral hormonal effects generally associated with cortico- 
steroids may be induced. These include Cushingoid manifestations and muscle 
weakness. However, sodium and potassium retention, edema, weight gain, 
psychic aberration and hypertension are exceedingly rare. Dosage should be 
individualized and kept at the lowest level needed to control symptoms. It 
should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and 


chicken pox. 


Supplied: Scored tablets—1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 


16 mg. (white). 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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For neuralgias, dysmenorrhea, upper respiratory dis- 
tress, and postsurgical conditions...new compound 
kills pain, stops tension, reduces fever— gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, Third, caffeine: a safe, mild stimulant 
totally different analgesic combination for elevation of mood. As a result, the 
that contains three drugs. First, Soma: a patient gets more complete relief than he 
new type of analgesic that has proved to does with other analgesics. Soma Com- 
be highly effective in relieving both pain pound is nonnarcotic and nonaddicting. 
and tension.” Second, phenacetin: a It reduces pain perception without im- 
“standard” analgesic and antipyretic. pairing the natural defense reflexes.” 


NEW NONNARCOTIC ANALGESIC 


Composition: 
Soma (carisoprodol), 200 mg.; 
phenacetin, 160 mez.; 


® caffeine, 32 mg. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 
apricot-colored, scored tablets. 


NEW FOR MORE SEVERE PAIN 


soma (ompound: codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Com- 
pound boosts the effectiveness of codeine. Therefore, only 4 grain of 
codeine phosphate is supplied to relieve the more severe pain that 
usually requires VY grain. Composition: Same as Soma Compound plus 1% grain 
codeine phosphate. Dosage: | or 2 tablets q.i.d. Supplied: Bottles of 50 white, lozenge- 
shaped tablets; subject to Federal Narcotics Regulations. 


“References available on request. 


€/WALLACE LABORATORIES Cranbury, N. J. 
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Caroid and Bile Salts Tablets correct constipation physio- 
logically by aiding protein digestion, increasing the flow of 
bile into the gut, and stimulating peristalsis. two tablets 
before retiring—One natural movement in the morning. 


Caroid® & Bile Salts Tablets—digestant— —choleretic—laxative. 
American Ferment Division, Breon Laboratories Inc., New York 18, N.Y. 
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you cant prescrit ‘amore 
affective antibiotic than 


ERYTHROCIN 


Erythromycin, Abbo' 

How much “spectrum” do you need in ear 
ing an infection? Clearly you want an anfi- 
biotic that will show the greatest activity 
against the offending organisms and the least 
activity against non-pathogenic gastro-intes- 
tinal flora. 

Weigh these criteria — and make this com- 


parison — when treating your next coccal 
infection. Erythrocin is a medium-spectrum 


011297 


antibiotic, notably effective against gram- 
positive organisms. In this it comes close to 
being a “specific” for coccal infections—which 
means it is delivering a high degree of activ- 
ity against the majority of common infection- 
producing bacteria. 


And against many of the troublesome “staph” 
strains — a group which shows increasing re- 
sistance to penicillin and certain other an- 
tibiotics — Erythrocin continues to provide 
bactericidal activity. Yet, as potent as Eryth- 
rocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy- 
to-swallow Filmtabs®, 100 and 250 mg. Usual 
adult dose is 250 mg. every six hours. 

Children, in proportion to age and 

weight. Won’t you try Erythrocin? 

®Filmtab—Film-sealed tablets, Abbott. 
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Indications for Tracheostomy: 


HERBERT T. RANSDELL, JR., M.D., Louisville, Ky., and 
BRYAN T. IGLEHART, M.D.,t Clarksville, Tenn. 


In recent years the indications for tracheostomy have been extended greatly. It seems likely 
that it is still delayed too often, or not used at all when indicated. Anyone dealing with 
the injured from highway collisions should have tracheostomy in mind. 


TRACHEOSTOMY is simply defined as that op- 
eration wherein an artificial opening is made 
in the trachea. It was first used in 124 B.C. 
by Asclepiades of Prusa? for relief of suffoca- 
tion. Antyllus,? a Roman, in the Second Cen- 
tury was the first to describe in detail the 
technic of the operation, but did not mention 
how he maintained the opening. Avicenna,? 
an Arab, independently described the opera- 
tion in the Ninth Century and suggested the 
use of tubes to maintain the opening. Both 
Antyllus and Avicenna carefully avoided 
division of the tracheal cartilages, but Aven- 
zour,? a Moslem, in the Eleventh Century 
using goats found the tracheal rings could 
be safely cut and recommended tracheostomy 
for the relief of laryngeal obstruction or suf- 
focation. The basic principles outlined by 
these men are still used. Progress since has 
been in improved technics, surgical asepsis 
and extension of the indications for its use. 

Surprisingly, the indications for tracheos- 
tomy proposed originally, obstruction of the 
laryngeal or upper respiratory tract with suf- 
focation, remained relatively unchanged un- 
til the past 25 years. A discussion of the in- 
dications developed during these 25 years 
seems warranted since many patients with 
these indications for tracheostomy are still 
being lost who might have been saved with 
tracheostomy. 


*Presented at the Sectional Meeting of the American Col- 
lege of Surgeons, Louisville, Ky., January 21-23, 1960. 

+From the Department of Surgery, University of Louisville 
School of Medicine and the Louisville General Hospital, 
Louisville, Ky. 


Upper Respiratory Tract Obstruction 


Obstruction to the flow of air to the lungs 
by any means, be it disease or mechanical, 
that cannot be otherwise promptly relieved 
demands immediate tracheostomy. Some of 
the more common causes of such obstruction 
are: (1) severe facial, mouth or neck injuries 
with resultant obstructive tissue displacement 
or reactive edema; (2) laryngeal or tracheal 
stenosis from many causes including acute 
inflammations such as acute laryngotracheo- 
bronchitis, diptheria, laryngeal abscess, peri- 
chondritis or fibrous contraction following 
injuries to the larynx and trachea; (3) in- 
trinsic tumors, and (4) extrinsic pressure 
on the trachea and upper respiratory tract 
by goiters, abscesses or tumors. These in- 
dications are well understood by all physi- 
cians, and when they are encountered hardly 
any physician hesitates to do the necessary 
tracheostomy as quickly as possible. 

Less well understood are the other, per- 
haps even more important indications, learned 
and applied during the last 25 years. Carter 
and Giuseffi?# have effectively demonstrated, 
both in the laboratory and clinically, the 
value of tracheostomy in providing a readily 
accessible passage way for aspiration of tra- 
cheobronchial secretions, in the reduction 
in volume of the dead space involved in the 
respiratory tract and in decreasing the re- 
sistance to flow of air by circumventing the 
larynx (Fig. 1). 
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Illustration of beneficial effects of tracheostomy. 


Retained Tracheobronchial Secretions 


During the last few years we have learned 
that a frequent but often unrecognized com- 
plication of many of the diseases we en- 
counter in our daily practice is obstruction 
of the airways by accumulating tracheo- 
bronchial secretions. Resulting asphyxia is 
the direct but insidious cause of many grave 
symptoms and often death, commonly but 
mistakenly attributed to the underlying dis- 
ease (Fig. 2). Prompt recognition of this en- 
tity and immediate institution of proper 
treatment prevents an otherwise inevitable 
death or places the patient in a_ better 
physiologic status, by correcting hypoxia, to 
combat his primary disease. 

The glands of the tracheobronchial tree 
normally secrete a thin mucoid material to 
combat the drying effect of air and to aid 
in cleansing of the tree. This secretion is 
normally eliminated by ciliary motion of 
the respiratory mucosa and by cough. If 
anything interferes with this elimination, 
e.g., impairment of the cough reflex or 
ciliary action, these secretions are dammed 
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up with resulting obstruction of the airway, 
atelectasis, hypoxia, pneumonia and, if not 
corrected, death. 

The more common factors responsible for 
excessive tracheobronchial secretions and their 
retention are: (1) aspiration of oral and 
pharyngeal secretions, commonly seen in the 
weak, debilitated patient; (2) chronic bron- 
chitis (often secondary to heavy smoking) 
and mild bronchiectasis; (3) inability, insuf- 
ficient strength, or unwillingness of the pa- 
tient to cough effectively and expectorate; 
(4) lack of application of successful measures 
to aid cough and expectorations; (5) depres- 
sion of the cough reflex as with too heavy 
preoperative and postoperative narcotics, 
anesthetic agents and coma or comatose 
states; (6) ineffectual cough due to pain or 
tight abdominal binders; (7) tenacious secre- 
tions too thick to be expelled except by 
effective cough; (8) paradoxical motion of 
chest or mediastinum as with thoracoplasty, 
multiple rib fractures and sucking wounds 
of the chest; (9) semi-Fowler’s position which 
favors collection of secretions in the lung 
bases; and (10) atelectasis, which in itself 
is prone to stimulate (viscid) bronchial 
secretions. 

Retained secretions should be suspected 
in any patient who shows a sudden rise in 
temperature, pulse and respiratory rates, and 
who has a relatively unproductive, wet, 
“rattly” cough. The presence of rhonchi by 
stethescope or the so-called “death rattle” 
indicate a serious retention of retained secre- 
tions. 

Voluntary cough is the most important 


FIG, 2 


Sec retions Interference with Normal Movement 
(always present) of Diaphragm or Chest Wall 


Plug in Air Passages 
Absorption of Air Distal to Plug 


Atelectasis 


Bronchiole Secondary Bronchus Primary Bronchus 
| 
Lobular Collapse Lebar Collapse Massive Collapse 
| | 
Bronchopneumonia Lobar Pneumonia Possible Death 


ne -uea of effect of retained tracheobronchial secretions on 
ung. 


2 
vi 
FIG. 1 
| DEAD SPACE 
OECREASED 
As 
\s 
AG a 
( 
| 
| a 
le 
i 
| 
| 
| fe 
li 
} 


VOLUME 54 


mechanism of prevention and_ treatment. 
Most of these patients can be effectively 
managed by a vigorous “stir up” routine 
directed at the control of formation of ex- 
cessive secretions and, if formed, their re- 
moval as quickly as possible. Frequent ef- 
fective cough is stressed, encouraged and 
forced, and frequent change of position and 
early ambulation, insofar as possible, in- 
sisted upon. Depressant drugs are avoided 
insofar as possible and, if required, used in 
frequent small doses rather than occasional 
large doses. Inhalation of highly humid air, 
and the use of drugs to thin secretion, such 
as ammonium chloride or the iodides, often 
help. Despite these aids many patients are 
not able to raise the secretions. Bronchoscopy 
may Clear the secretions but presents many 
difficulties if required repeatedly. Aspiration 
by tracheal catheter is effective but again 
may present problems if it is required re- 
peatedly. 

If these methods prove inadequate for 
aspiration of the secretion or are required 
repeatedly, as is usual in serious head injuries 
or respiratory paralysis, tracheostomy should 
be dene. Tracheostomy should no longer be 
considered an emergency measure done in 
desperation as a last resort but should be 
done electively. It provides a readily acces- 
sible passage for the introduction of a 
tracheal catheter for aspiration as often and 
as long as necessary by attendant personnel 
even with a minimum of training. 

Any patient in whom one anticipates pro- 
longed difficulty with retained secretions, 
e.g., with serious head injuries, severe crush- 
ing wounds of the chest and respiratory 
paralysis, now almost routinely has a tra- 
cheostomy at, or very shortly after admis- 
sion as part of his immediate treatment. Any 
patient who requires frequent aspiration by 
tracheobronchial catheter or bronchoscopy 
and who does not show marked improve- 
ment within a few hours with these proce- 
dures, is considered a candidate for tracheos- 
tomy for the control of secretions. 


Reduction in Volume of Dead Space 


Carter, by measurements on _ cadavers, 
found that 100 to 150 cc. of dead air space 
lies above a tracheostomy opening in the 
upper respiratory passages and tracheobron- 
chial tree. This air must be displaced or 
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diluted before oxygenated air can reach the 
alveolar surfaces of the lungs. By by-passing 
the upper respiratory tract with a tra- 
cheostomy, one can increase the patients 
effective ventilation by 100 to 150 cc., with 
a comparable tidal volume, or get the same 
volume of oxygenated air through the tra- 
cheal stoma to the terminal alveoli with a 
tidal volume some 100 to 150 cc. smaller 
than through the normal air passages (Fig. 3). 
This added ventilatory volume may mean the 
difference between survival and death in a 
patient with a borderline pulmonary reserve, 
e.g., in severe pulmonary cystic disease, severe 
pulmonary emphysema, flail chest, fixed or 
paralyzed chest walls or diaphragm. Some 2 
to 3% of a patient’s metabolism is expended 
in maintaining normal pulmonary ventilation. 
This percentage may increase tremendously 
when use of the accessory muscles of respira- 
tion is required to maintain adequate ven- 
tilation. The patient may actually die of ex- 
haustion by working himself to death, so to 
speak, just trying to maintain adequate ven- 
tilation. By-passing the dead space may elimi- 
nate the need for action of the accessory 
muscles to obtain sufficient ventilation and 
thus enable the patient to use all his re- 
sources to fight his primary disease. 


Decreased Resistance to Air Flow 


Carter also demonstrated a moderate de- 
crease in resistance to the flow of air through 
the trachea when the larynx is by-passed by 
means of tracheostomy. With the resistance 


FIG. 3 
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Effect of tracheostomy on respiratory dead space and tidal 
volume. 
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to flow of air thus decreased the body energy 
or work required to maintain pulmonary 
ventilation is reduced. In a severe flailing 
chest with paradoxical motion, or diaphrag- 
matic paralysis with paradoxical motion of 
the diaphragm, the degree of paradoxical 
swing may be somewhat decreased by by- 
passing the larynx; one thus increases the 
effective tidal volume and reduces the re- 
sistance to the flow of air as well as decreases 
the energy necessary for moving the air. In 
a critically ill patient this reduction of the 
necessary “work load” or energy required to 
support ventilation may prevent death from 
exhaustion in efforts to maintain adequate 
ventilation. 
Morch Respirator 


Finally the tracheostomy tube also gives 
us a readily accessible means for attachment 
of the Morch Respirator. This respirator has 
been found extremely valuable and often life- 
saving in the management of the flail chest, 
and does not require a cuffed tube for proper 
function as do many other similar respirators. 
It produces stabilization of the chest wall by 
floating the unstable chest wall on a lung- 
air cushion while providing adequate ven- 
tilation, and its use may be continued for 
several days if necessary. We also have the 
impression that the delayed reactive edema, 
pneumonitis, atelectasis, or whatever it is 
that occurs three to four days following severe 
chest injury and which oftens asphyxiates the 
patient, is considerably decreased with the 
use of this respirator. 


Review Series 
We have reviewed the tracheostomies done 
at Louisville General Hospital, with a pre- 
dominantly adult population, and the Chil- 
dren’s Hospital of Louisville, for one year 
Jan. 1, 1958 through Dec. 31, 1958, particular- 
ly for the primary indication for tracheostomy. 
The indications for 140 tracheostomies in 

these two hospitals follow: 


L.G.H. C.H. 

Obstruction, upper respiratory 10 26 

Retained secretions 65 10 

Decrease dead space and resistance 2 5 

Retained secretions with obstruction 3 0 
Retained secretions, decrease dead 

space and resistance 14 5 

94 46 


Obstruction due to acute laryngeal edema 
or laryngotracheitis was the most common 
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indication for tracheostomy in children, and 
is believed mandatory whenever the child 
begins to show signs of exhaustion because 
of difficulty in breathing despite the con- 
ventional methods of treatment such as the 
croupette, etc. Cancer of the mouth or throat 
was the usual obstruction in the adults. Re- 
tained secretions, actual or anticipated, usual- 
ly in severe head injuries, was the most com- 
mon indication for tracheostomy in the adult, 
but also is often required in children with 
head injuries and often for respiratory paraly- 
sis of poliomyelitis. The death rate is rather 
high in this group, but death usually results 
from the brain injury itself or other serious 
concomitant injuries rather than asphyxiation 
from retained secretions, and many survive 
their head injuries who would certainly have 
succumbed to so-called “pneumonia” had 
tracheostomy not been done. 


Severe chest trauma, with multiple rib frac- 
tures, and severe flail or paradoxical motion 
of the chest wall and thus paradoxical re- 
spiration, is seen with increasing frequency 
as the number of vehicles on our nations 
highways increase, and accounts for the ma- 
jority of the remaining adults and children 
requiring tracheostomy in our hospitals. 
Tracheostomy permits the removal of re- 
tained secretions, increases the respiratory 
exchange by decreasing the resistance to the 
flow of air and by a decrease of dead space in 
the respiratory tract. This with stabilization 
of the flailing chest by the Morch respirator 
enables us to save most of the patients who 
formerly died before the true value of these 
modalities was recognized. 

Rare but, nevertheless, lifesaving indica- 
tions for increasing the tidal exchange by 
by-passing the respiratory dead space exist 
in patients having markedly reduced pul- 
monary reserve. Persons with pulmonary em- 
physema, cystic lung disease or severe pul- 
monary fibrosis may need this aid to tide 
them over some additional stress, operative 
or otherwise. 


Summary 


The indications for tracheostomy and the 
rationale for its use are reviewed. Any patient 
presenting or expected to present problems 
of severe impairment of pulmonary ventila- 
tion as a result of obstruction high in the 
respiratory tract, retained tracheobronchial 
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secretions, borderline pulmonary reserve, or 
severe flailing of the chest or diaphragm, 
should be considered for tracheostomy pre- 
ferably as an elective procedure rather than 
an emergency measure saved to the last. It 
is better to err on the side of an unnecessary 
tracheostomy as proven later than to pos- 
sibly lose the patient while making the deci- 
sion or doing it with the patient in extremis. 
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If the possible need of a tracheostomy is con- 
sidered, it should be done. 
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Accidental Thallium Poisoning 


in Adults 


CAPT. HERBERT J. STEINBERG, MC, USAR,t Ft. Sam Houston, Tex. 


The diagnosis of thallotoxicosis may be made in some instances only if the physician 
is aware of the psychiatric characteristics. This type of poisoning is to be re- 
membered in areas where rodenticides and insecticides are commonly used. 


THE DANGER OF THALLIUM POISONING in young 
children has been recognized for many years. 
Thallium is used in rodenticides and insecti- 
cides in the form of sweet and attractive syrups, 
jellies, pastes or granules, and children often 
ingest the poison in the mistaken belief that it 
is candy. In 1957, the A.M.A. Council Report? 
pointed out the alarming increase in the inci- 
dence of thallotoxicosis in infants and chil- 
dren all over the country, but especially in 
Texas and the southwestern states where 
rodenticides and insecticides are heavily used. 
In a review of the literature prior to 1934, 
Munch? found 778 cases of thallium poisoning 
in adults and children, with 46 deaths. Of 
these cases, 53 were due to homicidal, suicidal 
or accidental ingestion of thallium in food. 
In an additional 21 cases due to the accidental 
ingestion of rodenticides, 5 were adults in one 
family who ate mush containing a rodenticide 
and the rest were children. The other 704 
cases included 12 due to industrial contamina- 
tion and 692 due to the clinical use of thal- 
lium as a depilatory. 

In recent years, thallium has not been used 
as a depilatory, and the cases reported in the 
literature have been due to industrial con- 
tamination in adults, or ingestion of insecti- 
cides or rodenticides by children.35 There are 
occasional reports of accidental thallium poi- 
soning in adults due to unknown etiology, but 
the emphasis has been upon the recognition 
of this condition in children.* Since Munch's 
report, thallium poisoning in adults due to 
accidental ingestion of thallium in food has 

Present address: Hillside Hospital, 75-59 268rd St., Glen 
Ora wnaterial has been reviewed by the Office of the Surgeon 
General, Department of the Army, and there is no objection to 
its presentation and/or publication. This review does not imply 


aay indorsement of the opinions advanced or any recommenda- 
tion of such products as may be named. 


been largely ignored in the medical literature. 
Since thallium is still being used in insecti- 
cides and rodenticides it is probable that cases 
are occurring, and that they remain unrecog- 
nized. One reason for this may be that the 
manifestations of chronic poisoning are diffuse 
and nonspecific, and that the patient may pre- 
sent primarily with vague psychiatric symp- 
toms which disguise the underlying disease. 

The presenting manifestations of chronic 
thallium poisoning are anorexia, loss of 
weight, fatigue, pain in the extremities, mus- 
cular weakness, peripheral neuritis, incoordi- 
nation, loss of hair, dry and scaly skin, visual 
disturbances, albuminuria, restlessness, depres- 
sion and eventually delirium or dementia.78 
Richeson® pointed out the psychiatric mani- 
festations in 3 men with industrial poisoning. 
They felt “lost,” had difficulty in compre- 
hending things around them, and had irrita- 
bility. Schiitzler® reported in the German lit- 
erature of 4 cases originally given psychiatric 
diagnoses because the physical symptoms were 
bizarre, objective physical findings were nega- 
tive, and psychiatric symptoms were evident. 
The same author’? later reported one case of 
accidental poisoning in an adult and $ cases 
of attempted suicide by thallium in all of 
which the patient showed the presence of or- 
ganic brain damage and persistent character 
changes after the thallium poisoning. This 
was the predominant feature of the cases to 
be presented below. Unless one is aware of 
the nature of the psychiatric manifestations, 
patients with this illness might easily be mis- 
diagnosed as having disorders of personality 
or as neuroses. 


Case Reports 


Case 1. The patient was a 36 year old woman, a 
member of the Womens Army Corps, who was referred 
to the Out-Patient Department for psychiatric clear- 
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ance for administrative separation from service because 
of poor performance of her duties. The patient had 12 
years of active duty and had an excellent record. Just 
prior to her assignment to this Post in April 1957, she 
had received a promotion from a commanding officer 
who was known to be exacting in her requirements. 
In September 1957, it was noticed that the patient’s 
barracks area had become sloppy, and that she forgot 
to attend a staff meeting. In January 1958, she forgot 
to get ready for inspection, and by February the for- 
getfulness appeared to become worse. She continued to 
be reprimanded because of this, and because of her 
continuing inability to keep her barracks area clean. 
By March 1959, the patient’s work supervisor com- 
mented upon the patient’s poor work performance. 
She was often late for work, and presented a poor ap- 
pearance, with hair in disarray, shoes filthy and uni- 
form torn. The patient would falsely claim that she 
was late for work because she had duties in the com- 
pany area. At times she would disappear from the job. 


Examination. Upon examination at the Psychiatric 
Clinic on May 21, 1959, the patient presented as a 
sloppily dressed woman who smiled inappropriately 
and was confused as to why she was sent to the Clinic. 
She seemed to have forgotten much of what happened 
to her in recent months, and she readily fabricated. 
Psychologic tests revealed definite evidence of organic 
brain damage, and she was admitted to the hospital 
for further evaluation. There she related that for the 
previous year she had noticed she was always tired and 
had muscular weakness upon easy exertion. Poor co- 
ordination had been recognized; she fumbled when 
she put her shoes on, and had to stop and think upon 
which foot to put each shoe. Because of difficulty in 
keeping rhythm to music she no longer participated 
in dancing. She noticed it was difficult for her to 
think clearly, that she had a poor memory and was 
often unable to remember episodes which had oc- 
curred, and that she was quick-tempered and irritable. 
She had intermittent frontal headaches accompanied 
by nausea, and difficulty with her vision. Objects at a 
distance would appear displaced. The patient denied 
any ingestion of drugs or contact with depilatories, 
rodenticides or insecticides. There was no past history 
of significant illness. 

The patient was heavy-set and slow moving, had 
dry skin and, in fact, gave the impression of being 
hypothyroid. There was no evidence of hallucinations 
or psychotic ideation. Orientation was intact. However, 
retention and recall of words and numbers were im- 
paired. She had a normal gait with her eyes open, but 
the gait was slightly broad with her eyes closed. Finger 
to nose test was normal bilaterally, but finger to the 
examiner’s moving finger was slow and performed with 
difficulty on the right. Alternating movements of the 
right wrist were slow (adiadokokinesis). The rest of the 
neurologic and physical examination was normal. 

Chest and skull x-ray studies were normal. Complete 
blood study, serologic test and electrolyte determina- 
tions were also normal. Urinalysis showed a trace of 
albumin and a few granular casts. Spinal tap revealed 
a normal spinal fluid. Blood bromides were negative 
and there were no abnormal porphyrins in the urine. 
The serum protein-bound iodine was normal. There 
was no evidence of eye or visual field defects. A 24 
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hour urine specimen was negative for barbiturates and 
all heavy metals except thallium, which showed a 
level of 1.06 mg. per 24 hr. by the iodometric titration 
method.11 

Course. The patient was treated symptomatically. 
Urinary thallium on June 11 showed 2.84 mg. for 24 
hr. On June 18, routine urinalysis was normal, and on 
July 1, no thallium was excreted in her urine. Clinic- 
ally, she appeared to improve slowly in appearance 
and alertness, with a complete loss of all complaints 
and neurologic signs. Psychologic tests were again done 
on Juily 9, but they still revealed significant evidence of 
organic disease despite the good clinical appearance. 
Pneumoencephalogram was performed to rule out any 
intracranial lesion, and this was normal. There was no 
evidence of cerebral atrophy. The patient was given a 
job in the work therapy program where she did well. 
She was able to transfer eight digit figures into a 
permanent record book with accuracy, and to greet 
visitors and direct them to different parts of the 
building. Her memory appeared to be good, and psy- 
chologic tests performed on August 28 revealed con- 
siderable improvement in intellectual functioning as 
measured by the Wechsler Adult Intelligence Scale. 
This was especially noticeable in the return to normal 
of Comprehension, Picture Completion and Block De- 
sign, tests correlated with common sense reasoning, 
conceptual ability and non-verbal abstraction. How- 
ever, Digit Span and Digit Symbol, evidences of mem- 
ory and learning ability, remained low. The Bender- 
Gestalt test and Human Figure Drawings still demon- 
strated evidence of some residual brain damage. 

Because of the patient’s good clinical appearance 
and work performance she was discharged back to duty 
Sept. 3, 1959. Follow-up study 4 months later revealed 
that her work performance was very good at another 
Post. However, she still showed some residual evidence 
of her illness as demonstrated by occasional episodes 
of slovenly appearance and forgetfulness. 


Comment. Since the thallium in the urine 
was the only positive finding, and cleared 
after hospitalization, it is thought the patient 
had chronic thallium poisoning. Her symp- 
toms of fatigue, muscular weakness, incoordi- 
nation, visual difficulties and memory impair- 
ment are compatible with this diagnosis. Al- 
though alopecia is commonly regarded as a 
part of this illness, this does not always occur. 
The source of the ingestion is unknown. The 
patient had a habit of eating in many small 
diners and restaurants around the area, and 
it is assumed that there were repeated instan- 
ces over a long period of time of ingestion of 
food contaminated with thallium, probably 
resulting from careless handling of rodenti- 
cides and insecticides. Thallium has not been 
used on this Army post for the past 12 years 
and the investigation of eating establishments. 
in the area has thus far been negative. 


Case 2. A 59 year old man with diabetes insipidus 
treated with injections of vasopressin (Pitressin) tan- 
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nate in oil was admitted to the Medical Service on 
Sept. 26, 1959, for evaluation of nervousness, depres- 
sion and frequent headaches. Examination was normal 
except for a questionably positive Romberg. He was 
treated with chlorpromazine and discharged on Octo- 
ber 2. 


However, he was readmitted on October 12 because 
of a 4 day history of anorexia, nausea, emesis and low 
grade fever. The white count was intermittently ele- 
vated to 12,000 and the temperature to 100-101°. One 
urine specimen showed 2 plus albumin. Physical and 
laboratory examinations showed no definite focus of 
infection. On October 28, the urine showed a thallium 
excretion of 1.77 mg. per 24 hr. and on November 8 a 
level of 2.24 mg. per 24 hr. His symptoms gradually 
abated, and the patient was discharged on November 
23. 

He revealed that he used insecticides and rodenti- 
cides freely on his farm, but those brought in for ex- 
amination did not contain thallium. 

Case 3. A 23 year old wife of an Air Force enlisted 
man had been living in Turkey for one year in an 
apartment house off the base. Several months after 
arrival she noticed that she was becoming tired and 
listless, but at the same time nervous and restless. She 
continued to feel tired, and also developed weakness 
in her legs, dizziness, headaches, blurred vision and 
difficulty in fine coordination, such as in moving her 
fingers accurately and keeping time when playing the 
piano. Her increasing anxiety did not respond to 
tranquilizers, and she was hospitalized Jan. 14, 1960, 
transferred to a psychiatric ward in Germany, and 
finally evacuated by air to the Psychiatric Service of 
this hospital February 9. 

Upon examination here, she revealed mildly slurred 
speech, tremors of the fingers, some difficulty with 
alternating movements of the wrists, poor memory for 
recent events, a tendency to confabulate and some dif- 
ficulty working with numbers. Psychologic tests on 
February 12 revealed evidences of organic brain dam- 
age, as indicated by impaired memory for new learning, 
a low score in abstract functioning, and impaired 
visual-motor coordination. The EEG. showed a dif- 
fusely abnormal pattern. Spinal tap showed a normal 
fluid. The first urine specimen was obtained on Feb- 
ruary 19, and showed a thallium excretion of 0.61 mg. 
per 24 hr. Seven specimens in March were all positive, 
with values ranging from 3.71 to 1.11. 


By April 11, 2 months after admission to this hos- 
pital and 3 months after first being hospitalized, she 
still excreted thallium in the urine, 0.80 mg. per 24 
hr. Although the patient showed improvement in co- 
ordination and was less anxious, psychologic tests per- 
formed on April 11 showed only negligible improve- 
ment in the tests indicating brain damage. 

Case 4. This is the 26 year old husband of the pre- 
vious case who was admitted to this hospital on March 
21, 1960, because a precautionary examination of his 
urine for thallium revealed 2.81 mg. per 24 hr. on 
March 11. Up to April 11, six other urines positive 
for thallium were recorded, including 5.81 on March 
30, 8.03 on April 1, and 1.91 on April 4. As seen by 
these two cases, the excretion of thallium is highly 
variable. Despite such high levels, the patient showed 
no abnormality upon physical and psychiatric exami- 
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nation, and his only complaint had been nausea after 
breakfast for the 3 weeks prior to admission. However, 
psychologic tests revealed signs of organic brain dam- 
age, with low abstract functioning, impaired memory 
for new learning and poor visual-motor coordination. 
His impairment was not as severe as that of his wife. 

Comment (Cases 3 and 4). Examination of 
the urine of this couple’s 20 month old infant 
also revealed small quantities of thallium, al- 
though there were no symptoms and physical 
examination was normal. The infant ate pri- 
marily bottled baby foods except for some 
fresh fruits and vegetables. The husband ate 
breakfast and lunch at the base and dinner at 
home, while the wife ate all three meals at 
home. Only occasionally would the wife eat at 
the base, and only once did the family eat 
elsewhere, in a large hotel in Ankara. All gro- 
ceries were procured at the base commissary, 
except for fruits, tomatoes and potatoes, 
which were frequently bought at a Turkish 
street stall. It is likely that since the latter 
were the only foods eaten by all three mem- 
bers of the family they were the source of the 
thallium contamination, probably from care- 
less use of insecticides or rodenticides in the 
street stalls. There was no known use of these 
in the past year either at the base or at the 
apartment house. 


Comment 


Despite the fact that accidental thallium 
poisoning in adults is uncommon, 4 patients 
were, admitted to this hospital in a 9 month 
period. Two of these patients were admitted 
to the Psychiatric Service before the etiology 
was discovered, the third was admitted to the 
Medical Service with toxic symptoms and 
complaints of nervousness and depression, and 
the fourth was discovered upon precautionary 
examination of the urine. Although two of 
the cases were from the San Antonio area, the 
fact that no other case of adult thallium pois- 
oning has come to the attention of the health 
authorities here may be due to the nonspecific 
nature of the symptoms. Patients with this ill- 
ness may be mistakenly regarded as being lazy 
and uncooperative, and unless organic brain 
damage is specifically searched for, it may be 
overlooked. One of the patients described by 
Schiitzler!® was stubborn, clumsy and slow- 
thinking, with an inability to concentrate 
upon problems, and accidental ingestion in 
the food was also assumed. Another showed 
apathy, general lack of interest, nervousness 
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and irritability. The behavioral difficulties 
described in these cases were permanent. Al- 
though the patient in case 1 in this article has 
shown both clinical improvement and some 
degree of improvement on psychologic tests, 
she still demonstrates subtle signs of brain 
damage which in all likelihood will remain 
permanent. The patient in case 3 showed 
negligible improvement on psychologic tests 
two months after admission. 


Consultation with health department ofti- 
cials revealed a family of three adults and 
two children elsewhere in Texas who were 
recently treated for this condition;!2 most 
likely there are other cases that have not been 
reported. These three adults showed shock- 
like symptoms, severe peripheral neuritis, loss 
of sensation in the hands, loss of control over 
voluntary movements of the limbs, loss of 
hair frem the body and scalp, and convul- 
sions. Only one of the adults had any direct 
contact with the thallium rodenticide; he 
placed it all over the family premises. Al- 
though thallium poisoning can occur through 
excessive contact with the skin, the indications 
are that in these cases all were poisoned 
through contamination of the food. 


Summary 


Four cases are presented illustrating acci- 
dental chronic thallium poisoning in adults, 
most probably through contamination of food 
with rodenticides or insecticides, and three 
other instances are mentioned. The fact that 
accidental ingestion of thallium in adults has 
been largely ignored in the medical literature 
has been noted, and it is likely that the con- 
dition occurs more often than is now recog- 
nized. 


Cases of thallotoxicosis may be overlooked 
because the psychiatric symptoms may be- 
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cloud the situation, as in cases 1 and 3. Be- 
sides anorexia, loss of weight, fatigue, pain in 
the extremities, muscular weakness, periph- 
eral neuritis, incoordination, loss of hair, dry 
and scaly skin, and visual disturbances, pa- 
tients may also have organic brain damage as 
manifested by impaired memory, sloppiness, 
and gradually deteriorating work perform- 
ance. In addition, nervousness, anxiety and 
depression may result. 


When organic brain damage does occur, re- 
covery is slow. Although clinical improve- 
ment may occur within 2 to 3 months, im- 
provement as shown by psychologic tests is 
more gradual, and in some cases permanent 
brain damage may result. 


In view of the seriousness of this condition, 
it is imperative that it be recognized as soon 
as possible to prevent further accidental in- 
gestion either by the patient or by others. 
This condition should be kept in mind, espe- 
cially in areas where insecticides and rodenti- 
cides are heavily used. 
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Retreatment of Tuberculous 
Patients: An Experience with the Combined Use 


of High Doses of Isoniazid, Pyrazinamide and Cycloserine 


ALEX SALIBA, M.D., and OREN A. BEATTY, M.D.,f Louisville, Ky. 


Again it is emphasized that treatment resistant organisms are to be avoided by 
using full dosage of the best chemotherapeutic agents available at the beginning 
of treatment. Retreatment may need trials of other drugs, but at best is less 


successful than the original therapy. 
THIS STUDY IS OFFERED because of the combi- 
nation of high isoniazid dosage (a minimum 
of 16 mg./kilo body weight) with the newer 
antimicrobial agents in an effort to improve 
the rate of sputum conversion in drug re- 
sistant cases [i.e., cases resistant to one or 
more of the three drugs: streptomycin, 
isoniazid and para-aminosalicylic acid (PAS)]. 
Before these newer drugs became more 
widely available some experiences with 
viomycin and oxytetracycline in treatment 
failures were recorded.1* Similar trials with 
pyrazinamide and cycloserine have been re- 
ported on numerous occasions, but hitherto, 
none has included high isoniazid in such a 
retreatment regimen. Other investigators 
have used cycloserine and pyrazinamide either 
in combination or singly with any of the other 
drugs, both in newly diagnosed and in re- 
treatment cases. There is nothing to suggest 
that as initial treatment such regimens are to 
be preferred. Results following retreatment 
vary, but 20 to 50% of sputum conversions 
have been reported with varying degrees of 
radiologic improvement. Results are gratify- 
ing particularly because most of these patients 
have far advanced pulmonary disease, but also 
disappointing when compared to _ initial 
treatment results. The sputum in 30% has 
been converted on this regimen. A second 
smaller group was put on streptomycin daily 
and high isoniazid dosage with or without 
PAS to assess the potential of such a retreat- 
ment regimen. This study suggests such a 
combination may be useful even in the pres- 


+From the Department of Medicine, University of Louisville 
School of Medicine, and District Two State Tuberculosis Hospi- 
tal, Louisville, Ky. 
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ence of some degree of drug resistance to one 
or more of these drugs. 


Material and Method 


Approximately one year ago many treat- 
ment failures, either already in hospital or 
admitted from other sources, were placed on 
such a triple drug regimen. The patients 
considered to be treatment failures were those 
whose sputum cultures remained positive for 
tuberculosis after many months of conven- 
tional chemotherapy, with or without radio- 
logic deterioration. It is believed that the 
initial treatment in these patients was in- 
adequate and, therefore, the sputum failed to 
convert prior to the emergence of drug re- 
sistant strains of tubercle bacilli. Whenever 
possible studies for drug susceptibility have 
been carried out prior to the change in ther- 
apy. Partial or total resistance to one or more 
of the drugs, streptomycin, INH (isoniazid) 
and PAS has been obtained in all cases. All 
patients completed three or more months of 
therapy. Those patients who did not com- 
plete three months of treatment have been 
excluded from the study. Sputum conversion 
is taken as the date of the first of a series of 
negative cultures. With one exception, sputum 
conversion was obtained without the aid of 
surgery; but in a number of cases pneumo- 
peritoneum was used in an effort to obtain 
better radiologic improvement. We do not 
believe this has influenced the bacterial state 
in these patients. 

Two groups of patients have been studied: 


GROUP I consisted of 26 patients treated 
with pyrazinamide 500 mg. 3 times a day, 
cycloserine 250 mg. twice a day, and INH 
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800 to 900 mg. daily with pyridoxine 50 to 
100 mg. daily (Table 1). 

GROUP II consisted of 15 patients treated 
with streptomycin 1 Gm. daily for 3 to 6 
months, INH 800 to 900 mg. daily with 
pyridoxine 50 to 100 mg. daily. PAS was also 
added in some cases. Regular sputum and 
X-ray examinations were carried out for all 
patients in both groups. Some statistics with 
regard to these patients are seen in table 2, 
showing a predominance of far advanced dis- 
ease in all patients with the predominant age 
in Group I being 40 to 59. 
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Most of these patients had long standing 
disease with multiple cavitation. Sputum ex- 
amination was positive by smear and/or cul- 
ture for Mycobacterium tuberculosis in all 
cases. Many of these patients would be con- 
sidered hopeless cases and certainly poor 
surgical risks. Eleven patients in Group I had 
already had unilateral or bilateral operations. 
A few patients would have been good surgical 
candidates but refused intervention. Twenty- 
two patients from Group I completed 6 
months or more of treatment with the triple 
regimen. Group II patients were kept on 


TABLE 1 


GROUP I PATIENTS WHO COMPLETED 3 TO 9 MONTHS TREATMENT 
WITH PYRAZINAMIDE, CYCLOSERINE, HIGH DOSAGE OF ISONIAZID 


Before Change of Therapy 


After Change of Therapy 


X-Ray Findings Sputum Previous Treatment 
Cavitation 
Case Dis. Max. Drug Duration X-ray Sputum 
No. Class. Diam. Ss Cc Cat Regimens (Months) Improvement Ss 
(cm.) Number 

1 FA 3.5 Multiple + + ak SoH 60 Worse - + 

2 FA 8 Single os a oo PH 22+ No change a + 

3 FA 6.5 Multiple SoH 18+- Minimal + 

4 FA 5 Multiple PH, SH 14+ Moderate + 

5 FA 6 Multiple a a a PH, SH 244 Moderate + + 

6 FA 10 Multiple + SoH 19 No Change + 

7 FA 5.5 Multiple a PH, SoP 26 Minimal + 

8 FA 2 Single + a -- SoP, PH 17+ Minimal aa + 

9 FA 5 Single SoPH 7+ Moderate + 
10 FA 4.5 Multiple S.H, PH 15 No change 
11 FA 4 Multiple S.H, PH 37 Minimal 
12 FA Single + S.H, PH No change — AMA4mo. 
13 FA 11 Multiple + + t4+ PH 8+ Moderate ~ + AMA5 mo. 
14 MA 3 Single + ~~ = PH 15 Moderate - + AMA5 mo. 
15 8 Single + + +++ PH 138 Moderate - - 
16 FA 2.5 Multiple + _- PH, SPH 15+ Moderate - — AMA 3 mo. 
17 FA 2 Multiple SoP 12 Minimal 
18 FA 5 Multiple + SoH 24+ Moderate 
19 MA 2 Single SoP, PH 37 No change + 
20 MA 2 Single SH, PH 23+ Moderate 
21 FA 5 Single PH 40+ No change + 
22 FA 4.5 Single PH 76+ No change + 
23 FA 2.5 Multiple + S.H, PH 47+ Moderate 
24 MA B-P-c fistula + oh SoP, SH, PH 58+- No change 
25 MA + + 22 Minimal 
26 FA B-P-c fistula (Schede) + 37+ Healed - - 


B-P-c = Broncho-pleuro-cutaneous fistula. Other abbreviations explained as in table 5. 


TABLE 2 
SOME STATISTICS ON GROUP I AND II PATIENTS 


Age 

Sex 20-39 40-59 60+- 
Group I 
Male 5 ll 
Female 4 3 

T 26 
Group II 
Male 5 2 
Female 7 


15 


Pe Disease Classification 


‘ar Moderately 
White Colored Advanced Advanced 
16 1 13 
9 —_ 7 2 
8 7 1 
6 1 6 1 
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daily streptomycin until there was definite 
evidence of sputum conversion. This was then 
discontinued and PAS substituted as the com- 
panion drug for high isoniazid. No facilities 
for serum isoniazid determinations were avail- 
able at the time, though such an examination 
is now being undertaken. 


Toxic Reactions 


Urinalysis and liver function studies were 
observed routinely for Group I patients. No 
gross hepatic dysfunction was noted in any 
case (Table 3). The only serious complica- 
tion was neuropsychiatric disturbance ob- 
served in 4 patients (15%). Three of these 
have recovered completely following inter- 
ruption of therapy or decrease in dosage and 
the administration of tranquilizing drugs. The 
fourth patient was transferred temporarily to 
a mental institution for further treatment and 
has completely recovered. At least 3 of these 
patients can be described as having an un- 
stable personality and, therefore, predisposed 
to this type of reaction. It is thought the asso- 
ciation of high isoniazid with cycloserine 
dosage may have been a contributing factor. 
Group II patients tolerated therapy rather 
well. One patient complained of slight diffi- 
culty in hearing by which time he was ready 
for the withdrawal from streptomycin. The pa- 
tient’s sputum is now negative, and he is being 
assessed with regard to surgery. Persistent 
headaches occurred in one patient in whom 
the INH was reduced to 300 mg. daily after 
one month. Dizziness was occasionally com- 
plained of but clinically it was seldom severe 
to indicate cessation of streptomycin. This 
problem has been partially overcome on 
numerous occasions by giving streptomycin in 
the evening instead of the morning. 


Results 


In another paper one of us‘ discussed the 
possibility of using studies of catalase activity 


TABLE 3 
SIGNIFICANT DRUG REACTIONS 
Number Cases Percentage 

Group 1 

Neuropsychiatric disturbances 4 15 

Sedation Tod 

Serious liver dysfunction 0 

Jaundice 0 

Febrile reactions 0 
Group II 

Persistent headaches 1 6.6 

Incipient hearing difficulty 1 6.6 
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as a guide for the detection of therapeutic 
failures in the absence of facilities for studies 
of drug susceptibility. It was then recom- 
mended that a persistent positive catalase re- 
action after some months of treatment could 
be taken as an indication for an increase in 
drug dosage. A persistent positive sputum 
with a negative catalase reaction after some 
months of treatment could be considered as an 
indication for a change of drug regimen in 
many instances. 

In the present study this criterion has not 
been followed as we have managed to obtain 
studies of drug susceptibility for the con- 
ventional drugs showing partial or total re- 
sistance to at least one of these drugs. Never- 
theless, it is interesting to note the better 
response to treatment obtained in “catalase 
positive” patients, as well as the over-all bet- 
ter response in Group II patients. 

No attempt has been made to have identical 
cases in Groups I and II. The latter group 
has been used purely for trial purposes to find 
out what results one might expect from an in- 
crease in dosage of the conventional drugs in 
the presence of established drug resistance. 
In Group I, 13 patients still had a positive 
catalase reaction in spite of previous therapy, 
of 12 to 47 months duration, compared to 9 
in Group II. Of those who became nonin- 
fectious in Group I, 61% had a positive 
catalase reaction (Table 4). The correspond- 
ing figure for Group II patients is 80% 
(Table 5). This probably indicates the in- 
adequacy of the chemotherapeutic regimens 
that had been employed on these patients in 
the initial treatment. It is noteworthy that 
daily streptomycin with daily INH had not 
been used in any of these patients in initial 
treatment. Previous treatment of long dura- 
tion was either continuous or interrupted over 
a period of a few years, mostly the former. 

In Group I, 30% of patients became sputum 
negative within 6 months of change of therapy, 
6 of these have now been discharged. In Group 
II, 66% became sputum negative. This high 
figure is probably explained because in this 
group patients did not have such a long period 
of previous chemotherapy as in Group I. How- 
ever, such figures are gratifying considering 
the fact that these patients had failed to be- 
come sputum negative after months of treat- 
ment. In Group I results are significant be- 
cause of the longer history of chemotherapy, 
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TABLE 4 
PATIENTS WHOSE SPUTUM CONVERTED ON RETREATMENT WITH PYRAZINAMIDE, 
CYCLOSERINE AND HIGH ISONIAZID 
(Negative by Smear and Culture) 
Case No. Catalase Previous Drug Duration of Sputum 
Reaction Regimens Previous Treat- Conversion 
ment (Months) (Per Cent) 
1 oho S.H, PH 15 
2 PH 37 
3 ++ S.H, PH 13 30 
4 ++ SoP 12 
5 SoH, SePH, SH 37+ 
6 PH 47+ 
7 SoH 22 
8 SoH, PH 23 
Pi: Conventional doses of daily INH with PAS 
SoH: Intermittent streptomycin with daily INH 
SP: Intermittent streptomycin with daily PAS 
SH: Daily streptomycin with INH conventional doses (less than 4 weeks) 
Case #16 (Table 1) has not been considered as bacteriological conversion because of insufficient evidence. 


all but 2 patients having had more than 10 
months of previous treatment; whereas in 
Group II less than half had had more than 10 
months treatment. At least 17 of those with 
recorded susceptibility studies showed some 
degree of in vitro resistance to INH and/or 
streptomycin. A selected sputum record is 


seen in table 6, showing the duration of previ- 
ous positive sputum in spite of therapy. 
Radiologic improvement has not been im- 
pressive with this triple regimen (Group I)— 
this has been also the experience of other 
authors. However, there is a distinct differ- 
ence between patients in the two groups. 


TABLE 5 
GROUP II PATIENTS TREATED WITH DAILY STREPTOMYCIN AND HIGH ISONIAZID 


Before Change of Therapy 


X-ray Findings Sputum 
Cavitation 

Case Dis. Max. Number AY Cc Cat 
No. Class. Diam. 

(cm.) 
1 MA 2 Single 
2 FA 4 Multiple + 
3 FA 2.5 Multiple + + +++ 
4 FA + + ++ 
5 FA 15 Multiple + + _ 
6 FA 9 Multiple + aad - 
7 FA 6 Multiple 
8 FA Single + 
9 FA 3 Single + a ++ 

10 FA 3 Multiple + a ok 

11 MA 3 Single 

12 FA 3 Multiple 

13 FA 8 Multiple ++ 

14 FA 4 Single 

15 FA 2 Single + + oo 
MA = Moderately advanced AMA 
FA = Far advanced SoP, SH 
Max. Diam. = Maximum diameter in cm. 

S = Smear PH 
Cc = Culture SPH 
Cat. = ‘Catalase Reaction 


After Change of Therapy 
Previous Treatment 


Drug Duration X-ray KY Cc 
Regimen (Months) Improvement 

SoP 9+ Moderate 
S.H 7+ Marked 
SoH 6+ Marked 
PH 6+ Minimal 
PH, S.-H 6+ Marked 
SoP, S,H, SoPH 60 Moderate 
SoH, PH 21+ No change + + 
S,H, SH 9+ Moderate + 
SoPH, SoH 18 Marked 
SPH, S,H 18+ Marked 
SoP 24 Minimal -- _ 
S.P, PH 9+ Minimal 
6+ Moderate ~ 
SH 24 Worse + + 
SoH 38 No change 


Left against medical advice 

Intermittent streptomycin with daily INH or PAS in con- 
ventional doses 

Daily INH and PAS in conventional doses 

Daily streptomycin (converted to intermittent after $ to 4 
weeks) with daily INH and PAS in conventional doses. 
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TABLE 6 


A SELECTED REPRESENTATIVE BACTERIOLOGIC 
RECORD: GROUP I—CASE 


(Therapy changed December 1958) 


Sputum 


Year Month Catalase 


1955 Jan. 
May 
Nov. 
1956 June 
Aug. 
Dec. 
1957 Feb. 
June 
Oct. 
1958 Jan. 
June 
Sept. 
Dec. 
1959 Jan. 
March 
May 
June 
July 
August 
Sept. 


+ + ++ +04 


| 


Discharged 


— Smear 
Cc — Culture 
Cat. — Catalase Reaction 


At his out-patient check-up on May 6, 1960, patient was feeling 
well and sputum examinations were being carried out. Ap- 
pearances on x-ray remained unchanged. 


Thus, marked radiologic improvement was 
not noticed in Group I; whereas 5 patients 
(33%) from Group II showed marked im- 
provement. No change was noted in 8 and 2 
cases respectively. One patient in each group 
showed deterioration, and 2 postoperative 
deaths occurred in Group I in patients who 
were still sputum positive and died of res- 
piratory insufficiency following recent oper- 
ation. 
Discussion 


Review of some recent literature reveals a 
uniformity of opinion regarding the useful- 
ness of pyrazinamide and cycloserine in re- 
treatment groups. Thus Bachman and 
Freund,® Patiala and Asp,* and Jarniou and 
associates,’ report satisfactory results. The 
latter emphasized the need for greater at- 
tention to the neuropsychiatric history in pa- 
tients selected for such regimens. Toguri and 
Atwell8 obtained conversion of the sputum 
which lasted for more than 3 months in 9 of 
their 20 patients, using a combination of 
cycloserine and pyrazinamide. Wolinsky and 
Kapur® used high INH dosage with cycloserine 
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and noticed no significant difference in the 
results. However, they did record a significant 
increase in toxicity with such a combination. 
This has also been our impression. Plane, 
Hiebel and Pontier!® record 22% febrile re- 
actions and 32% neuropsychiatric disturb- 
ances. They also noticed no conversion of 
sputum after more than 6 months of treat- 
ment with cycloserine and INH. Weinberger, 
Lindaro and Pasha! reported three serious 
convulsions with one death in their group; 
however, they used cycloserine in a dosage of 
1 Gm. daily. Allison!* reported an incidence 
of 0.88% of jaundice. Schwartz and Moyer'® 
found cycloserine combined with viomycin a 
useful second line of defense in treatment 
failures. In our series no febrile reaction, con- 
vulsions, or gross hepatic dysfunction were 
encountered on the dosage mentioned in the 
opening paragraph. Kaida and Sugiyama" re- 
cently reported the use of pyrazinamide with 
INH apparently in new cases of tuberculosis. 
Their conversion of sputum by culture was 
only 60 per cent. In some of those patients 
having excisional surgery, they established 
open healing of cavities. 

The failure to obtain better results in the 
retreatment of patients is due to the presence 
of drug resistant bacilli, which in turn is the 
result of inadequate initial treatment. Coupled 
with this is the fact that the other anti- 
microbial agents are apparently inferior to 
streptomycin and INH. It is our impression 
from this study that retreatment in Group II 
patients has been more successful and the 
margin of difference may be significant. Thus 
it is considered advisable to use daily strepto- 
mycin and high INH in all treatment failures 
for a trial of 3 months. If this fails, one could 
then fall back to pyrazinamide and cycloserine, 
and also use this as a cover for surgery if indi- 
cated. 

Differences in results following various 
chemotherapeutic regimens have been ade- 
quately recorded,'*-16 and these tend to con- 
firm the fact that inadequate initial therapy 
invites the emergence of drug resistant strains 
of tubercle bacilli and therapeutic failure. In 
our hands the best chemotherapeutic regimen 
used in the initial period of treatment has 
been daily streptomycin and high INH dosage. 
(These results will be presented elsewhere.) 
For the past year all patients previously un- 
treated admitted to this hospital have been 
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placed on such a regimen. Sputum conversion 
has been obtained in 100% of these patients 
within 6 months of the start of treatment, ir- 
respective of the stage of the disease or the 
extent of cavitation. This confirms the ex- 
periences reported by workers at the National 
Jewish Hospital, Denver.17 

Thus, because we have as yet no adequate 
second line of defense equal in effectiveness 
to streptomycin and INH, it is essential to in- 
sure success from initial therapy. The use of 
other regimens has resulted in 3 to 15% or 
more of treatment failures as seen in various 
reports. At present it would appear that there 
is no regimen that can surpass in effectiveness 
the use of daily streptomycin and high dosage 
of INH. In our experience there was no dif- 
ficulty in managing such a combination. If 
greater importance is attached to the ade- 
quacy of initial treatment in tuberculosis, 
then treatment failures could be either com- 
pletely eliminated or be greatly reduced from 
the present level.18.19 


Conclusion 


Retreatment of tuberculous patients with 
the newer antimicrobial agents has been 
shown to produce gratifying results though it 
leaves much to be desired. An optimistic 
view cannot be held for such treatment be- 
cause the results are so inferior to adequate 
chemotherapy in the initial cases. Retreat- 
ment of established failures with daily strepto- 
mycin and high doses of INH, with or with- 
out PAS, appears to have some advantage par- 
ticularly in those whose chemotherapeutic 
history is of fairly short duration and whose 
sputum cultures show a persistently positive 
catalase reaction. It is hoped that the more 
adequate and appropriate use of streptomycin 
and INH in tuberculosis, as soon as a diag- 
nosis is made will prevent such treatment 
failures. 

Summary 


A combination of high isoniazid, pyra- 
zinamide and cycloserine has been used in a 
group of tuberculous patients having been 
classified as treatment failures. A second 
smaller group was retreated with a combina- 
tion of daily streptomycin and high dosage of 
isoniazid. Most patients were far advanced 
with multiple cavitation, and many had es- 
tablished resistance to one or more of the 
conventional drugs. 
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The sputum in 30% of the first group was 
converted as compared to 66% in the second 
group. Marked radiologic improvement was 
observed more frequently in the second group. 
It would appear advisable to use streptomycin 
with high dosage of isoniazid daily in the 
treatment failures, and if this also fails to re- 
vert again to pyrazinamide and cycloserine. 
However, the importance of avoiding even the 
smallest percentage of treatment failures is 
emphasized. Results from retreatment pro- 
grams are by far inferior to those following 
adequate initial therapy. 


Addendum: Since submitting this paper one of the 
patients in Group I is known to have suffered a bac- 
teriological relapse after several months of sputum 
negativity. 
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The Management of the Patient with 


Bronchial Asthma 


MILTON B. COLE, M.D., and ARTHUR H. RAYNOLDS, M.D.,t 


Bay Pines, Fla. 


Periodically it is well to review and to consolidate, for the nonspecialist in a given field, the current 
thoughts about a common disease. Though there may be nothing new in it, such a review 
reaffirms facts and practices, and reassures the family physician that he is doing all 

that can be done for the condition as of that date and current knowledge. 


The authors have done this job well. 


THE ADVENT of adrenal corticosteriods has had 
a marked effect on the treatment of patients 
with bronchial asthma. Many physicians, ob- 
serving the profound effect of these substances 
in the relief of asthmatic attacks, substituted 
them for more conservative types of therapy. 
It was their hope that it would no longer be 
necessary to apply the clinical and immuno- 
logic procedures which had been developed 
during the last several decades and which had 
proved to be very useful. This hope has not 
been realized. 


Physicians who manage large numbers of 
asthmatics and who, therefore, are in a posi- 
tion to judge the relative merits of various 
types of therapy, are in agreement that bron- 
chial asthma is a disease in which attacks have 
many etiologic components and that the rela- 
tive importance of individual components 
varies from patient to patient and even in the 
same patient at different times. For this rea- 
son, details of therapy differ from patient to 
patient and steroids, like other drugs, have a 
definite though limited place in treatment. 

How should patients with bronchial asthma 
be treated? 

Since effective treatment depends on accu- 
rate diagnosis, we wish to discuss briefly the 
nature of the disease, its classification, the im- 
munologic and clinical aspects, how various 
components both specific and nonspecific af- 
fect its course and symptomatology, and how 
to arrange the management of a given patient. 


Nature of Bronchial Asthma 


Bronchial asthma is the symptom complex 
which occurs as the result of an allergic reac- 


+From the Veterans Administration Center, Bay Pines, Fla. 


tion in the bronchial mucosa. This allergic 
reaction pathologically is an urticarial wheal 
which results from the liberation from the tis- 
sues by an antibody-antigen reaction of H- 
substance (probably histamine), serotonin, 
and other unknown substances which are the 
actual mediating causes of the wheal.! The 
wheal is an inflammatory reaction which oc- 
curs around small arterioles and is accom- 
panied by marked localized edema, exudation 
of leukocytes, especially eosinophils and, if suf- 
ficiently severe may produce focal areas of 
necrosis. For the most part, however, these 
wheals are reversible, the edema disappears in 
a few hours, but there is evidence of regressing 
inflammation in the area previously edema- 
tous for at least 24 hours (Figs. 1 and 2). 
The antigens (allergens) which induce this 
type of reactivity and which initiate the reac- 
tion (wheal) in the reactive individual are all 


FIG. 1 
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Reaction in human skin under a wheal 30 minutes after in- 
jection of histamine in a nonallergic person. Note the very 
slight inflammatory reaction. 
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Reaction in human skin under a wheal 30 minutes after 
injection of histamine in an allergic person. Note marked 
inflammatory reaction. (Histamine wheals cannot be dif- 
ferentiated histologically from allergic wheals.) 


water soluble and are of relatively small mo- 
lecular weight (estimated 4,000 to 5,000). 
They are not complete proteins. 


The antibody in bronchial asthma, called 
reagin, is induced by and reacts only with its 
specific antigen. It differs from the antibodies 
occurring in most infectious diseases in that 
it cannot be demonstrated in vitro but gives 
evidence of its presence only when tested in 
living tissues. It is relatively heat labile, being 
destroyed by heating to 56° C. for one hour, 
and has such an affinity for tissues that it does 
not pass through the placenta as do most other 
antibodies. Its presence is determined usually 
by a skin test which may be performed by any 
one of four methods, namely: scratch, intrader- 
mal, multiple puncture, and passive transfer. 

When the respiratory tract of an individual 
whose mucous membranes contain reagin is 
brought in contact with the specific allergen, 
e.g., ragweed pollen allergen in a ragweed- 
sensitive individual, an edematous inflamma- 
tory reaction ensues. The edema narrows the 
lumen of the middle-sized bronchi. Mucus is 
secreted from the glands and smooth muscle 
contracts as a result of irritation and the hista- 
mine released. The combination of effects re- 
duces the flow of air and produces the obstruc- 
tive dyspnea of the typical asthmatic attack. 

It is now generally agreed that bronchial 
asthma of the typical cause just described oc- 
curs only in individuals who inherit a capacity 
to develop reagin.? It is a familial disease 
which begins in infancy and lasts throughout 
a lifetime. It is a constitutional disease. In 
children it is associated with erratic growth 
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and, when present in the first 5 years of life, 
results in permanent changes in the size and 
shape of the face and in orthodontic deform- 
ity... Bronchial asthma of this type begins in 
early life, seldom after 40 years of age. The 
attacks in the beginning are always periodic, 
with periods of freedom between them. This 
is the most important single factor in the his- 
tory, and efforts should be made to elicit it 
even though the patient when first seen has 
almost continuous symptoms. 

Bronchial asthma in which reagin can be 
demonstrated, and therefore the allergen is 
known, is called extrinsic bronchial asthma. 
It is the most common type and the only one 
in which skin tests and immunological treat- 
ment are of value. 


In contrast to extrinsic bronchial asthma, 
there is a type which begins after 40 years of 
age in which there are no remissions. The 
wheezing, once initiated, never clears com- 
pletely, although there are periods of exacerba- 
tion and regression in the symptoms. This is 
not a familial disease, there is no demonstrable 
inherited factor and no reagin can be demon- 
strated. It is, however, a highly allergic disease 
in which the pathologic physiology and histo- 
pathology are identical with that of extrinsic 
bronchial asthma. For want of a better ex- 
planation, it is considered that the allergens 
are produced within the body and that reagin 
cannot be detected since the allergen is un- 
known. It is an auto-antigen auto-antibody 
disease and is called intrinsic bronchial asth- 
ma. Skin tests with common allergens give no 
clues as to etiology. 

It would be most gratifying to the clinician 
if the specific immunologic relationships de- 
scribed above were the only causes for asth- 
matic attacks. Experience teaches us, however, 
that once the capacity to react has been estab- 
lished by an immunologic mechanism, there 
are numerous triggers which will set off a re- 
action in the previously conditioned area. 
These triggers may be chemical, thermal, me- 
chanical, infectious or psychogenic. In figure 
3 we have illustrated the methods by which 
nonspecific factors influence attacks.* 

When a patient who has developed the 
capacity to react comes in contact with an 
amountof the specific allergen greater than his 
tolerance, allergic shock results in some organ 
and symptoms result. When, however, the 
dose of allergen is less than the patient’s tol- 
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FIG. 3 


Mechanism of Symptom Production 
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erance, no reaction occurs and the patient is 
said to be in the balanced allergic state. When 
in the balanced allergic state, additional doses 
of the same or some other allergen, to which 
he may have reagin, overcome the tolerance 
and shock occurs. In addition, nonspecific fac- 
tors, chemical, thermal, mechanical, infectious, 
or psychogenic, may so lower the tolerance 
that the total insult is greater than the toler- 
ance and shock occurs. Jt is important to 
recognize that these nonspecific factors operate 
only when the patient has been placed in the 
balanced allergic state, and that this state is 
produced only by the contact of the allergen 
with reagin containing tissues. 

It must be mentioned at this point that “all 
that wheezes is not bronchial asthma,” and 
that a variety of conditions varying from a 
foreign body or tumor in the bronchial tree to 
emphysema and fibrosis either secondary to 
infection or as a primary disease, and even 
myocardial failure must be differentiated from 
it. 

Diagnosis and Management 


Let us now consider the therapeutic prob- 
lem in a patient with uncomplicated extrinsic 
bronchial asthma. 

The history will have indicated whether 
attacks are more frequent in winter or in sum- 
mer, and may have indicated seasons of trouble 
and seasons of complete freedom. Attacks re- 
curring annually in the spring are usually due 
to tree pollens, those occurring in early sum- 
mer to grass pollens and those occurring in the 
fall to weed pollens. Winter attacks, especially 
those limited to the winter months, are most 
likely to be due to house dust. In this connec- 
tion, it is well to remember that only wind 
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pollinated plants put pollen in the air, and 
that most plants which have flowers, which 
would obviously be used because of their 
beauty or odor, are insect-pollinated; they put 
no pollen in the air and therefore can be 
ignored as etiologic factors. “Rose fever” is a 
misnomer, and goldenrod does not cause 
asthma. 


The patient’s environment should be inves- 
tigated. Is he exposed to animal pets, birds, 
farm animals, or to insect or other sprays? 
What kind of a mattress and pillows does he 
sleep on? During the history taking the physi- 
cian will have formed some idea of the pa- 
tient’s personality structure which may play a 
significant part in choosing ancillary therapy. 
Clues as to etiologically important allergens 
are obtained by skin tests. The method of skin 
testing to be employed should be one with 
which the physician is familiar. In general, 
scratch tests are less sensitive than intradermal 
tests but are less subject to false reactions. In 
addition, there is practically no danger of pro- 
ducing systemic reactions when scratch tests 
are used. 


A positive reaction is not necessarily a dem- 
onstration of an etiologic relationship between 
the reactive material and the production of 
symptoms. It must be subjected to clinical 
interpretation. One must be able to explain 
the symptoms on the basis of the patient’s ex- 
posure to it, since in many instances he actu- 
ally may expose himself to it without symp- 
toms. A typical example is to be found in 
patients who were clinically sensitive to egg 
white in infancy and whose skin test remains 
positive throughout life, but who can eat eggs 
with impunity. Material for scratch testing 
may be obtained from various pharmaceutical 
houses. 


Routine skin testing with a large number 
of food and environmental allergens should be 
deprecated. Experience has shown that food 
sensitivity is common in infants during the 
first year of life and diminishes rapidly until 
the sixth year, when it becomes relatively un- 
important. Sensitivity to inhalants begins to 
manifest itself at around the sixth month and 
increases in importance during the lifetime of 
the individual. In adults, therefore, cryptic 
food sensitivity is rarely demonstrable and 
diets are of little use. In addition, testing ex- 
tracts for many foods are extremely unreliable. 


Similarly it has been shown that good ex- 
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tracts can be made of inhalant materials and 
that a patient who does not react by scratch 
test to a potent house dust extract (Endo) will 
probably not react to any other substance 
which can be shown to be of etiologic impor- 
tance with the exception of pollens. If one 
has available, therefore, potent extracts of 
house dust, dog, cat and horse dander, mixed 
feathers, the tree pollen indigenous to his area, 
timothy and ragweed pollens among the inha- 
lants, and eggs, wheat, beef, mutton, milk, 
chocolate, pork, and fish glue which covers 
most of the fishes, among the foods, he will be 
able to do adequate etiologic studies in at 
least 90% of his cases. The list need not ex- 
ceed 16 extracts. 

Having determined that an allergen is the 
precipitating cause of symptoms, the best treat- 
ment is to avoid contact with it. In many 
instances this is both possible and practical. 
Dogs, cats and birds can be removed from the 
environment and one can stop riding horses. 
Reactive foods can be left out of the diet. 
When complete avoidance is impractical, par- 
tial avoidance should be carried out and spe- 
cific treatment instituted to raise the patient’s 
tolerance so he will remain symptom-free (bal- 
anced allergic state) when exposed to limited 
amounts of allergen. 

Specific treatment need be carried out with 
only a limited number of allergens, the most 
common of which are house dust and various 
pollens. 

The immunologic principle underlying spe- 
cific treatment is the same as that to be 
followed in immunization to diphtheria or 
tetanus. There is an optimal dose of allergen 
which will produce a satisfactory result, and 
this varies from patient to patient. In ordi- 
nary immunizing procedures this dose is given 
in concentrated form in 1, 2 or 3 injections. 
This can be done because the person, having 
had no previous experience with the injected 
material, has no antibody to react with it. 

In the patient who has extrinsic asthma, 
however, reagin is present and the injection of 
a large amount of allergen would result in 
allergic shock and symptoms. For this reason 
one starts by injecting dilutions of allergen 
which are below the patient’s tolerance, in- 
creasing the dose and tolerance until it is 
possible to inject the amount necessary to pro- 
tect the patient. The initial dose should be 
not more than 0.1 ml. of a 1:10,000 dilution of 
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the allergen administered subcutaneously. 
(Pollen extracts made on a weight volume 
basis, 1 ml. of 1:10,000 extract equivalent of 
1 ml. of extract containing 64 Protein Nitro- 
gen units. House Dust supplied by Endo 
Products is a 1:40 dilution as purchased.) If 
no swelling occurs at the site of injection, the 
dose should be doubled at intervals of from 
2 to 3 days until a dose is reached which pro- 
duces an area of edema the size of a half dollar 
and which disappears within 24 hours. This is 
in reality the first important dose for this pa- 
tient. In most patients subsequent doses can 
be increased from 50 to 100% at twice weekly 
or weekly intervals, the size of the dose being 
judged from the local reaction, until a dose of 
0.5 cc. of undiluted extract is reached, or until 
it becomes evident, because of systemic re- 
action or large persistent local reaction, that 
the patient has reached a tolerance level be- 
yond which he cannot be stimulated. Usually 
from 15 to 30 injections are required. 

Specific treatments with pollens should be 
begun before the season of pollination of the 
plant and should be completed just before 
that time arrives. Treatment with other aller- 
gens may be begun at any time one sees the 
patient, but preferably after precautions to 
avoid as much contact with the allergen as pos- 
sible have been instituted. 

Once a series of treatment is completed, it is 
not necessary to continue treatment through- 
out the year. It is important, however, to give 
so-called booster doses just before the next ex- 
pected season. These can usually be started 
with less dilute extracts than were used origi- 
nally in the first series. The dosage should be 
increased rapidly at daily intervals, using local 
swelling as the indicator for dosage size. Usu- 
ally not more than 8 doses are required to 
reach the level previously found to be protec- 
tive for the given individual. Thus booster 
treatment for ragweed would be started in 
early August, and that for house dust in late 
September or early October. 


Our patient is ill. He needs drug therapy 
to control his symptoms during the time dur- 
ing which specific treatment is being given. 
The choice of drugs, the manner in which they 
are prescribed, and the attitude of both physi- 
cian and patient with regard to his illness are 
of extreme importance. Asthma is a disease in 
which the Art of Medicine resulting in a good 
doctor-patient relationship is mandatory if a 
satisfactory result is to be obtained. 
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Since an attack of bronchial asthma repre- 
sents the summation of several pathophysio- 
logic mechanisms, all of them acting concur- 
rently, no single drug could possibly suffice for 
effective treatment. It is clear, therefore, that 
drug therapy must be directed toward the re- 
lief or control of each of the mechanisms in- 
volved in the attack. Treatment must be vig- 
orous, sustained and multidirectional. 


The drugs commonly used in the treatment 
of bronchial asthma are given to produce the 
following effects: 

1. To allay anxiety. 

2. To relieve edema and muscle spasm. 

. To thin the sputum. 

. To control the inflammatory reaction. 
. To re-establish homeostasis. 

. To control infection. 

(1) The choice of anxiety-relieving drugs 
will Gepend on the severity of the attack and 
the familiarity of the physician with those he 
wishes to administer. Sedatives employed in 
sedative doses will ordinarily not be adequate. 
They should be employed in hypnotic dosage, 
i.e., two to three times the sedative dose. 


(a) Thiopental sodium (Pentothal Sodium) 
120 mg. (gr. 2) intramuscularly, or equivalent 
amounts of other barbiturates repeated as nec- 
essary will usually prove satisfactory. Chloral 
hydrate in dosage of 30 grains p.r.n. is a valu- 
able hypnotic, and, so far as is known, is non- 
allergenic. 


(b) In patients sensitive to barbiturates 
sedation may be produced safely and quickly 
by the intravenous injection of paraldehyde 
1 to 3 cc. This drug has four advantages: 
(1) it is self-sterilizing; (2) it has a fast “knock- 
out” action; (3) it has an extremely wide 
margin of safety; and (4) it is nonallergenic. 
It should be given slowly and the injection 
stopped when lethargy first occurs. 

(c) Mixtures of equal parts of ether and 
olive oil have been administered rectally in 3 
to 4 oz. doses. Many patients do not get suffi- 
cient effect from this, and reach only the stage 
of excitement so that anxiety is increased 
rather than diminished. 

(d) Narcotics are mentioned only to be con- 
demned. They have a marked depressing ef- 
fect on the respiratory center. 

(2) Edema and muscle spasm are best con- 
sidered together, since they ordinarily respond 
to the sympathomimetic drugs. Epinephrine 
is the traditional sheet anchor in the control 
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of edema and spasm and should be tried first 
in dosage of 0.3 mg. (0.3 cc. of 1:1000 aqueous 
solution) subcutaneously. If this terminates 
the attack without recurrence shortly there- 
after nothing more need be done, but mainte- 
nance management should be started. If, how- 
ever, there is little or no relief or if, after some 
improvement has occurred, there is a quick 
relapse, it is better not to push epinephrine 
further but to resort without delay to amino- 
phylline. This drug must be given intraven- 
ously to obtain maximum benefit during an 
acute attack. There are two ways to do this, 
one apparently as effective as the other. One 
method is to inject intravenously fairly rapid- 
ly an amount sufficient to produce both the 
first deep inspiration and the feeling of facial 
flushing by the patient and its observation by 
the physician. When these symptoms are pro- 
duced the injection is stopped. Usually from 
0.13 to 0.32 Gm. (gr. 2 to 5) of the drug are all 
that is needed. Other physicians inject slowly 
a fixed amount, either 0.24 or 0.48 Gm. (gr. 
334 or 714). Good results are obtained with 
either method, but the first one is followed by 
fewer side effects. A severe attack may require 
repetition of this dosage at intervals of 2 to 3 
hours. Antihistamines are of little use in 
bronchial asthma. 

(3) Drugs which thin sputum do so for the 
most part by reflex action from the stomach 
rather than by their actual effect on the bron- 
chial glands or on the sputum itself. This ef- 
fect can best be seen in asthmatic children in 
whom an emetic dose of ipecac is followed by 
diffuse bronchorrhea and the termination of 
the attack. The most commonly used drug of 
this type is potassium iodide, which should be 
given in saturated solution on an empty stom- 
ach, therefore before meals, and in an amount 
sufficient to cause a very slight gastric uneasi- 
ness in the patient, usually from 15 to 30 drops 
diluted in 14 oz. of water. Iodides are useless 
when given intravenously since under these 
circumstances the gastric reflex is not initi- 
ated. Ammonium chloride and apomorphine 
produce similar effects when given to cause 
the reflex referred to. Both are more useful in 
maintenance therapy than in acute attacks. 

(4) The drugs commonly employed to con- 
trol the inflammatory reaction are corticotro- 
pin and the corticosteroids. While they may 
be of value in the acute attack, particularly if 
the latter be prolonged, they are of more 
value in status asthmaticus. Though their 
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principal effect is anti-inflammatory, there is 
another condition in which the use of corti- 
costeriods may be life-saving. The patient with 
unsuspected adrenocortical hypofunction may 
be jeopardized by the stress of a severe attack 
of asthma; in these admittedly rare cases the 
timely use of steroids may be life-saving. In 
status asthmaticus, where adrenocortical ex- 
haustion is to be suspected, the administration 
of steroids is usually attended by better results 
than is the use of corticotropin. Suggested dos- 
ages are: 

(a) Corticosteroids. Hydrocortisone sodium 
succinate, 100 mg. dissolved in 2 cc. sterile sa- 
line solution, injected I.V. or I.M., b.i.d. 

(b) Corticotropin. 60 to 80 mg. injected 
I.M., once daily. 

(5) To re-establish homeostasis. The pa- 
tient with severe asthmatic attacks, especially 
after he has had vigorous treatment with epine- 
phrine, has mobilized a large part of his car- 
bohydrate reserves, has lost sodium and water 
and needs restoration of his mineral, carbo- 
hydrate and fluid balance. It is a safe general 
rule to administer 1,000 cc. of 5% glucose in 
saline followed by a total of 2,000 to 3,000 cc. 
of 5% glucose in water in the first 24 hours. 


(6) To control infection. Although infec- 
tion ordinarily plays a small role in the aver- 
age acute attack of bronchial asthma, and then 
usually only during the later stages of a pro- 
longed attack, it is, nevertheless, advisable to 
be prepared for this contingency. The correct 
procedure, of course, would be to perform 
antibiotic sensitivity testing on sputum cul- 
tures, and the appropriate drug or drugs be 
selected accordingly. However, if cultures and 
antibiotic sensitivity testing are not possible 
or practicable, and a single antibiotic is to be 
used, it is recommended that chloramphenicol 
be given first consideration. It will be recalled 
that some years ago its use was followed by 
reports of blood dyscrasias. For this reason 
the drug was considered too dangerous, and a 
rapid decline in usage followed. As a natural 
result of this organisms did not have the op- 
portunity to develop resistance, and were later 
found by antibiotic sensitivity tests to be, in 
many cases, “highly sensitive’ to chloram- 


phenicol. Provided adequate precautionary 
blood counts are done at weekly intervals, it 
would appear that chloramphenicol is a safe 
drug. Recommended dosage: in mild cases, 
250 mg. q.i.d; and in severe cases, 500 mg. 
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q.i.d. The recommended duration of adminis- 
tration is 1 to 2 weeks. If no beneficial effect 
can be seen within that time the drug should 
be stopped and a different antibiotic admin- 
istered. 


Status Asthmaticus. By definition a patient 
is in status asthmaticus when epinephrine, 
aminophylline and other anti-asthmatic reme- 
dies no longer give relief. Its development can 
be predicted when the sputum begins to be- 
come progressively stickier and less abundant. 
These patients have eaten very little, have 
exhausted their glycogen reserves, and have 
lost considerable sodium and water. They all 
have anxiety associated with fear of impend- 
ing death and the anxiety has been increased 
usually by the drugs used in therapy. These 
patients need treatment directed to relief of 
the anxiety and restoration of homeostasis 
with temporary neglect of the asthma. The 
procedures necessary in order of preference 
may be stated as follows: 

1. Administer sufficient hypnotic to produce stupor 
and remove central control. Paraldehyde, 1 to 3 cc. in- 
travenously, or any other hypnotic which produces 
minimal depression of the respiratory center. 

2. Morphine and other opiates are contraindicated. 

3. Stop epinephrine and aminophylline. 

4. Intravenous administration of at least 1,000 cc. of 
5% glucose in saline, followed by 2,000 cc. of 5% glu- 
cose in water, is indicated. 

5. Oxygen tents are rarely advisable. In most patients 
anxiety is increased by the confinement in the tent. 
There is also the danger of producing respiratory acido- 
sis. Oxygen may be administered with safety by the use 
of an intermittent positive pressure machine and, since 
excess COs is removed respiratory acidosis is prevented 
or remedied when present. 


When treated in this way, most patients after 6 to 12 
hours of loss of central control will become tractable 
asthmatics and the usual anti-asthmatic remedies will 
be efficacious again. 

N.B. ACTH 25 mg. or hydrocortisone sodium suc- 
cinate 100 mg., added to the saline and glucose infu- 
sions, and repeated each 6 hrs. for 3 doses, may speed 
recovery from status and has the added advantage of 
shortening the hospital stay in those with intrinsic 
asthma, especially when it is desirable to maintain the 
patient on steroid therapy. 

Maintenance and Therapy. When the at- 
tack (either the acute single or the status type) 
is over, thought should be given to mainte- 
nance therapy designed to keep the patient 
comfortable and to prevent further attacks. 
Some patients will require no maintenance 
treatment. They are the ones who have no 
symptoms between attacks and whose attacks 
are few and far between. The majority, how- 
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ever, will require broad medical management, 
during which the patient is taught the nature 
of his disease and how to live with it. Avoid- 
ance of offending allergens is extremely im- 
portant, and since house dust is so ubiquious 
in its distribution, all those with winter symp- 
toms should institute precautions against 
house dust in their home in addition to other 
specific avoidances. 

Maintenance Drug Therapy. Ephedrine is 
the drug of choice for the control of mild 
symptoms. Its effect should be maintained by 
regular dosage to prevent mild recurrences. 
The excitory effect on the central nervous sys- 
tem should be controlled with barbiturates. 
The usual dose is 25 mg. (gr. 34) together with 
8 mg. (1% gr.) phenobarbital or an equivalent 
amount of some other barbiturate given four 
times daily. The many ephedrine-like prepa- 
rations on the market are more expensive and 
have little to offer in the way of improvement. 
In men with prostatic enlargement, one should 
be alert to the possibility of urinary obstruc- 
tion due to the tonic effect of the drug on the 
vesical sphincter. 

Ephedrine, combined with a barbiturate, 
should be tried first, to control the minimal 
wheezing and slight bronchial edema which 
may occur during the remissions. If this proves 
effective, it may then advantageously be com- 
bined with a saturated solution of potassium 
iodide, to thin the sputum. The suggested 
starting dosage is 15 minims 3 times daily, 
before meals. If this dosage does not result in 
thinning, and if ioderma has not occurred, the 
dosage should be increased gradually to 30 
minims 3 times daily, before meals. If ioderma 
occurs at any dosage, the amount should be 
cut down until ioderma no longer appears. 

If ephedrine with a barbiturate combined 
with potassium iodide proves effective, no 
other medicinal preparations are needed. If, 
however, the administration of these drugs is 
only partially effective in preventing attacks 
or in the control of chronic wheezing, ami- 
nophylline should be added. This drug, one 
of the most valuable antiasthmatics, is of little 
use when given by mouth and is best admin- 
istered for maintenance therapy in a dosage of 
0.48 Gm. (714 grains) in 30 cc. of water per rec- 
tum every 12 hours. This is easily managed 
by the patient using an infant rectal or an ear 
syringe. There are no contraindications when 
given in this manner. Only rarely does it cause 
a chemical proctitis. Aminophylline in aque- 
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ous solution is much more effective than in 
suppository form and is much less expensive. 

Most patients with extrinsic asthma will be 
well controlled on the management outlined. 
In some, however, acute attacks recur and it is 
in these that some method of self-administered 
relief is essential. Sublingual use of one iso- 
propylarterenol hydrochloride, a 10 mg. tablet 
is normally equivalent to the subcutaneous in- 
jection of 0.2 to 0.3 cc. of 1:1000 solution of 
epinephrine, should be prescribed for severe 
attacks. Less severe attacks may be controlled 
by the intrabronchial inhalation of 1:100 
epinephrine or by one of the comparabie solu- 
tions on the market, using a hand nebulizer. 
Patients must be trained in its use to obtain 
satisfactory results. The recommended method 
is as follows: 

The open end of the nebulizer is placed between the 
lips with the mouth open and the bulb is squeezed 
quickly and firmly several times during inspiration. 
This is repeated through 3 inspirations. At the end of 
the third inspiration the patient is urged to exhale as 
completely as possible. Spraying is given during the 
fourth inspiration, which should be as deep as possible, 
after which the breath should be held for a short 
period. This procedure may be repeated twice after a 
rest period of 5 minutes. If complete control of the 
seizure is not obtained by this amount of nebulization, 
one should resort to sublingual isopropylarterenol HCl 
since excessive use of the nebulizer will result in dry- 
ness and irritative changes in the bronchial mucosa. 

Steroids are seldom needed in the manage- 
ment of the patient having extrinsic asthma 
for whom avoidance, specific therapy and 
drugs are available and effective. In intrinsic 
asthma, however, specific allergenic etiologic 
factors cannot be demonstrated, avoidance 
and specific therapy cannot be carried out and 
drug therapy is often ineffective. Here steroids 
are of great value. They act on the inflamma- 
tory reaction resulting from the release of 
toxic materials by allergen-antibody tissue 
combination and thus produce their effect in 
a different manner from that of the drugs 
which modify or prevent the pharmacologic 
action of these toxic substances. For this rea- 
son they should be used in addition to rather 
than as a substitute for the usual drug treat- 
ment. 


One should use the particular steroid with 
which he is familiar in amounts equivalent to 
40 mg. prednisolone daily for a few days until 
symptoms are under control. The dose should 
then be reduced to that needed for control, 
usually the equivalent of 10 to 15 mg. predni- 
solone. This dosage may be continued in- 
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definitely by most patients without complica- 
tions. The small risk of a serious complication 
is considerably less than that of the organic 
pulmonary and cardiac disease accompanying 
the uncontrolled disease. 

During the time when the treatment di- 
rected specifically toward the asthma is being 
carried out, there are important factors which 
must be considered by both patient and physi- 
cian. The most important of these is the re- 
action of the patient to his disease. Every 
effort should be made to encourage him to 
accept his minor disabilities and to motivate 
him to get well. The extent to which this can 
be accomplished will determine how well he 
will cooperate in carrying out his treatment as 
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well as the general rules of hygiene and nutri- 
tion, such as adequate nutrition, maintenance 
of optimal weight, moderate exercise, and ces- 
sation of cigarette smoking which is so irritat- 
ing to inflamed mucous membranes. 


When the principles described in the fore- 
going are applied carefully by a competent 
physician, the vast majority of asthmatic pa- 
tients will respond satisfactorily. 
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Current Concepts of Necrobiosis 


Lipoidica 


MARVIN E. CHERNOSKY, M.D.,t Houston, Tex. 


This lesion was thought in the past to be intimately associated with diabetes mellitus. It has now 
been shown that this association occurs in less than half of the cases. What is known of 
pathogenesis and treatment has been reviewed and brought up to date. 


ALL PHYSICIANS should be interested in the 
external signs and symptoms which help in 
the understanding and diagnosis of systemic 
disease. Many patients with diabetes mellitus 
exhibit one or more of the following mani- 
festations: candidiasis of the skin and nails, 
intertrigo, pyoderma, generalized or localized 
pruritus, vascular insufficiency of the extre- 
mities to the point of gangrene, carotinosis, 
xanthoma, and necrobiosis lipoidica. It is 
the last of these entities with which this paper 
is concerned. 

This disease was first described by Oppen- 
heim! in 1929, but it was Urbach? who, in 
1932, gave it the name of necrobiosis lipoidica 
diabeticorum. For reasons which are to be 
presented later, the shorter term, necrobiosis 
lipoidica, will be used in this paper. 

The early lesions of necrobiosis lipoidica 
appear as erythematous slightly indurated 
cutaneous plaques (Fig. 1). At this stage the 


FIG. 1 


Early lesions of necrobiosis lipoidica (see text). 


+From the Department of Dermatology, Baylor University 
College of Medicine and Hermann Hospital, Houston, Tex. 
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clinical diagnosis is quite difficult unless one 
has a high index of suspicion for the disease. 
As the lesions slowly progress they frequently 
assume an oval shape, and a characteristic ap- 
pearance develops which is typified by the 
presence of a yellowish-brown center with a 
slightly raised violacious and well-demarcated 
border, atrophy and a shiny appearance of 
the skin surface, and telangiectasia (Figs. 2 
and 3). In addition to the unpleasant cosmetic 
appearance of the lesion, there is at times a 
mild burning or pruritic sensation. Some of 
the lesions progress to frank ulceration and 
according to Hildebrandt and associates* ul- 
ceration was present in 28% of the cases seen. 
The ulceration is frequently of a chronic na- 
ture and treatment is usually difficult. Necro- 
biosis lipoidica occurs more often in females, 
and reports in the literature’* indicate that 
80 to 90% of the cases appear in this sex. The 
lesions are usually found on the anterior sur- 
face of the lower extremities, but in 5 to 20% 
of the published cases**> lesions occur in other 
areas, the upper extremities being the most 
common site. The age of onset of the lesions 
is most frequent in the third decade, but they 
have been reported in ages ranging from 5 
to 72 years.* Recently, I had the opportunity 
of studying a 3 year old diabetic girl who 
developed typical lesions which first prompted 
studies that lead to the diagnosis of diabetes 
mellitus (Figs. 1 and 4). (This case is being 
reported in more detail elsewhere.) Appar- 
ently, the appearance of this entity is exceed- 
ingly rare in Negroes. The lesions tend to 
persist indefinitely, and there have been case 
reports of them being present for over 25 
years. 
Relationship to Diabetes Mellitus 


For a number of years it was thought that 
all patients who had necrobiosis lipoidica also 
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Well-developed lesions of necrobiosis lipoidica. A correct 
diagnosis can be made on clinical grounds alone at this stage. 


had diabetes mellitus. Goldsmith,® in 1935, 
was the first to report a case not associated 


FIG. 3 


i 


Close-up view of one of the lesions shown in figure 2. 
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FIG. 4 


Early lesion of necrobiosis on the forearm of a 3 year old 
girl. 


with diabetes mellitus, and thereafter many 
such cases were reported. It was insisted by 
some workers that these patients were still 
potentially diabetics and would eventually 
develop clinical diabetes, and these thoughts 
have persisted in the literature until relatively 
recent times. Whereas Ellis and Kirby-Smith? 
placed the incidence of associated diabetes 
mellitus at the low figure of 40%, most other 
writers have placed it at a much higher level. 
Some current editions of standard textbooks®.® 
state that 80 to 90% of the cases are associated 
with diabetes mellitus. Smith,t in 1956, re- 
ported that 52.9 and 84.2% of two different 
series of cases of necrobiosis lipoidica were 
not associated with diabetes. 


Statistical Study 


In an attempt to further study the associa- 
tion of this cutaneous entity with diabetes 
mellitus, questionnaires were sent to derma- 
tologists in Mississippi, Louisiana and Texas. 
The replies received together with my cases 
constitutes a series of 324 patients with necro- 
biosis lipoidica. In 123 of these no definite 
information was given as to whether or not 
diabetes was associated with the disease. Of 
the remaining 201 patients 59% did not have 
or did not develop diabetes as far as was 
known. In the cases which were associated 
with diabetes mellitus, the diagnosis of dia- 
betes was made in most prior to the onset 
of the skin lesions. However, 19% of the pa- 
tients were reported to have developed dia- 
betes after the necrobiosis appeared. This is 
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in accord with Hildebrandt and collaborators? 
who stated that in 17.8% of the reported 
cases the skin lesions preceded the onset of 
diabetes mellitus. 

Results of this statistical study confirm 
the fact that the clinical and histologic entity 
generally known as necrobiosis lipoidica dia- 
beticorum is now definitely found more fre- 
quently in patients who do not have diabetes 
than in those who do have diabetes. It is for 
this reason that I choose, as do a few other 
writers, to delete the word ‘diabeticorum” 
and to use the shorter designation of necro- 
biosis lipoidica. 

When this disease is associated with dia- 
betes, there seems to be no agreement regard- 
ing the type or severity of the diabetes present. 
It has been observed in children as well as 
in the aged, likewise, in the mild easily con- 
trolled diabetic and in the extremely severe 
and so-called brittle diabetic. Goldberg and 
Rosenberg!® have reported its occurrence in 
a diabetic with intercapillary glomerulo- 
sclerosis. Goldman and Owens!! have reported 
a case in which the patient had an increased 
glucose tolerance; that is, an unusually flat 
glucose tolerance curve. 


Etiologic Considerations 


In histologic sections of the lesions, one 
sees poorly defined areas of necrobiosis of the 
collagen of the dermis which are surrounded 
by a predominantly perivascular inflamma- 
tory infiltrate of cells. Foreign body giant 
cells are frequently seen, and the blood ves- 
sels in the dermis exhibit fibrosis of their 
walls with an increased thickness of the endo- 
thelial lining. The use of fat stains usually 
will reveal extracellular lipid material in the 
areas of collagen degeneration. As is stated 
in a review article by Hare,!? many workers 
argue that the vascular damage is caused by 
an inflammatory reaction. This theory is sup- 
ported by the fact that histologic studies of 
very early lesions usually show considerable 
inflammatory infiltrate in the presence of nor- 
mal appearing blood vessels.1* Other writers 
say that the inflammation results from the 
vascular damage somewhat analagous to that 
seen in an infarct. 

Hare, in 1955, reported for the first time 
that glycogen occurs regularly in the lesions 
of necrobiosis lipoidica in the cases associated 
with diabetes as well as in those of nondia- 
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betics. Although this is an interesting discov- 
ery, the presence of glycogen in the lesions 
still does not help decide whether the lesion 
is primarily a vascular or an inflammatory 
one. Hare does not believe that the lesions 
can be considered a local lipoidosis as some 
previous writers have claimed. He also re- 
ported the finding of alkaline phosphatase 
activity in the lesions, but he did not believe 
it had any significance peculiar to this disease. 

In July 1958, Engel and Hammack" re- 
ported that there is an elevation of the total 
serum protein-bound hexose, alpha 2-globulin, 
and alpha 2-glycoprotein in patients with 
necrobiosis lipoidica with or without asso- 
ciated diabetes mellitus. A diastase-resistant 
PAS-positive material in the involved blood 
vessels of the lesions was noted. They also 
showed that the viscosity of the serum in pa- 
tients with these lesions is greater than that 
of normal serum at the normal skin tempera- 
ture of the lower extremities. Since these find- 
ings were found to be present in both diabetic 
and nondiabetic patients, they concluded that 
the production of the lesions of necrobiosis 
is not dependent on hypo-insulinism or on 
hyperglycemia. As a result of these findings, 
Engel and Hammack present the hypothesis 
that the elevation of the protein-bound carbo- 
hydrates of the serum, together with the in- 
creased serum viscosity, leads to a slowing of 
the blood flow through the small vessels with 
a resultant slugging of the cellular elements 
and exudation of plasma into the surrounding 
tissue. This may then result in the edema and 
the formation of PAS-positive hyalin material 
in the blood vessel wall which eventually, in 
some vessels, leads to occlusion and _ necro- 
biosis or degeneration of surrounding collagen 
tissue. Normally the surface temperature of 
the skin of the lower extremities is somewhat 
lower than other areas of the body, and the 
resulting increase in serum viscosity in these 
areas could explain why the lesions are most 
frequently found in this location. Further- 
more, they point out that the more common 
occurrence of the skin lesions in females might 
possibly be due to the more frequent ex- 
posure of their lower extremities to lower 
environmental temperatures. 


Therapy 
Because pf the cosmetic defects and the 
ever present possibility of ulceration, curative 
therapy is definitely desired but, in general, 
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has not been successful. Most cases which are 
associated with diabetes mellitus are reported 
to be unresponsive to the routine therapy 
that controls the diabetes, though some in- 
vestigators! have reported the clearing of 
early lesions on insulin therapy as well as on 
tolbutamide. Recently some workers'®17 have 
reported partial clearance of the lesions fol- 
lowing the injection of hydrocortisone acetate 
into the lesions. I have treated several lesions 
with injections of prednisolone acetate suspen- 
sion by the needle and syringe as well as with 
the vibra-puncture technic using the Conway 
dermajector. This latter instrument is essen- 
tially a form of tattoo machine which forces 
the drug into the skin in a more uniform 
manner than can be done by use of the needle 
and syringe. Very early and small lesions have 
been observed to disappear completely. In the 
older and well-advanced lesions there only 
occurs a flattening of the borders and a de- 
crease in the color of the lesions, especially 
the erythematous component. Large ulcerated 
lesions have been excised and split thickness 
grafts applied successfully by some workers.18 

The “‘clearing” effect of heparin on lipemic 
serum has been known since the work of 
Hahn in 1943.19 More recently Cornbleet*° 
has reported the involution of xanthomas of 
the skin following the injection of heparin 
directly into the lesions. Because of the in- 
creased extracellular lipid material as seen on 
histologic sections of lesions of necrobiosis 
lipoidica, the thought occurred that the use 
of heparin within the lesion might be useful 
in treatment. Lesions of two patients have 
been treated at one or two week intervals by 
injection of heparin sodium solution (100 mg. 
per cc.) by use of the needle and syringe and 
by use of the dermajector. There was no 
marked gross change in the treated areas but 
only a slight decrease in the yellowish ap- 
pearance of the area. Biopsies of the treated 
and untreated areas were taken, and histologic 
studies were done with the hemotoxylin and 
eosin and the oil red O lipid stains. By use 
of the lipid stain, a definite decrease in the 
amount of lipid staining tissue was observed 
in the heparin treated tissue when compared 
with the untreated tissue. 


Summary and Conclusions 


1. Necrobiosis lipoidica is a histologically 
and clinically distinct cutaneous entity most 
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frequently found on the anterior surface of 
the lower extremities in females. The lesions 
frequently present a problem for cosmetic 
reasons and because approximately one fourth 
of them will eventuate in ulcers. 

2. Whereas in the past it had been ac- 
cepted that most of these patients either had 
or would eventually develop diabetes mellitus, 
recent reports and the statistical survey of 201 
cases presented in this paper indicate that 
this is true in less than one half of the cases. 

3. The theories on the etiology and patho- 
genesis of the disease have been reviewed. A 
number of histologic findings have been re- 
ported in patients with necrobiosis lipoidica 
whether they have or do not have associated 
diabetes mellitus. 


4. Usually the control of the diabetes mel- 
litus by hypoglycemic agents does not cause 
a disappearance of the skin lesions. 

5. The injection of hydrocortisone or 
prednisolone acetate into the lesion, preter- 
ably by use of the dermajector, causes com- 
plete disappearance of early lesions and im- 
proves to some degree the more advanced 
lesions. Apparently, also, it will stop the le- 
sions from enlarging and progressing on to 
ulceration. 


6. The injection of heparin sodium solu- 
tion into lesions has led to slight reduction 
of the yellowish color, and histologic studies 
have shown a decrease in lipids in the treated 
tissue. 


7. Because early lesions respond best to 
injection of hydrocortisone or prednisolone, 
the physician should diagnose and recommend 
therapy early. 


8. Although less than one half of the 
cases of necrobiosis lipoidica are associated 
with diabetes mellitus, one should look for 
diabetes at intervals in patients who suffer 
from this cutaneous disease. 


834 Hermann Professional Building 
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Hypotension in the Operative Period’ 


WALTER H. MANNHEIMER, M.D.,f Houston, Tex. 


IN ListinG the many factors that may cause 
hypotension in the operative period, several 
classifications are possible. One may group 
them as resulting from, (1) the patient’s dis- 
ease, (2) the anesthetic procedure, (3) the 
surgical procedure, or a combination of the 
three. 

Another classification would be a grouping 
of the different factors in respect to their et- 
fects on the three major modalities that make 
up normal blood pressure: (1) primary depres- 
sion of the cardiac output, (2) depression of 
the peripheral vascular resistance, and (3) de- 
pression of the circulating blood volume. 

Possibly the most practical though least 
academic classification is to simply list, in 
order of their importance, the different thera- 
peutic steps to be taken when one encounters 
hypotension during anesthesia. 

In teaching new residents, I believe the 
most successful method is to impress upon 
them the importance to “think before you 
shoot.” What I mean is, one should not reach 
for a syringe of vasopressor drug before assess- 
ing the etiologic factors that may be opera- 
tive. So, the number one step to be taken 
whenever hypotension is encountered is to 
stop the anesthetic. This implies as the most 
important cause of hypotension, overdose or 
relative overdose. All anesthetic drugs can 
cause hypotension by myocardial depression 
though some like chloroform, fluothane or 
ethyl chloride do so, more than others. I 
should like to mention here the very import- 
ant paper by Brewster,! who some six years 
ago showed, in a beautiful piece of work, that 
ethyl ether is a myocardial depressant. Direct 
cardiac depression by ether had, until then, 
only been demonstrated in isolated heart-lung 
preparations of the dog, and it was postulated 
that hypotension under ether was due only to 
peripheral vasodilation. In fact, ether sup- 
posedly stimulated the myocardium. Brewster 
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showed that ether releases, by reflex stimula- 
tion, enough epinephrine and norepinephrine 
to mask any cardiac depression. The direct 
myocardial depression by ether was evident as 
a rise of right atrial pressure and a fall of car- 
diac output. This depression appeared when 
the normal sympatho-adrenal outflow was sup- 
pressed by either adrenalectomy or total sym- 
pathetic, e.g., epidural block or both. And it 
Was proportional to rising ether concentrations 
in the blood, beginning at minimal levels. It 
was inferred that a comparable myocardial 
depression under ether resulting in profound 
hypotension or even cardiac arrest, can come 
about clinically under the following circum- 
stances: (a) pathologic or surgical ablation of 
the adrenal medulla, as in bilateral adrenalec- 
tomy or Addison’s disease; (b) surgical sympa- 
thectomy or ganglionic blockade by drugs; (c) 
a subnormal or an exhausted sympatho-adre- 
nal response to stimuli, as for instance after 
severe infections, surgical intervention, or in 
malnutrition; (d) hypothyroidism; and last, 
depression of the adrenal cortex by cortisone 
therapy, which may change the normal re- 
sponse to circulating epinephrine. Naturally, 
the decreased response of a diseased or failing 
heart to epinephrine-like substances may aug- 
ment the myocardial depression by ether. Nor- 
mally, myocardial depression under ether oc- 
curs only with gross overdosage while, at ordi- 
nary levels of surgical anesthesia, cardiac out- 
put and blood pressure will increase. 
Myocardial depression causing hypotension 
can occur under other circumstances, such as 
over-transfusion with blood or saline, especi- 
ally in patients undergoing pneumonectomy, 
rapid absorption of toxic local anesthetic 
drugs, especially tetracaine; rapid administra- 
tions of large amounts of citrate, that is, more 
than one unit of blood in five minutes. In the 
same category fall patients with preoperative 
electrolyte imbalance, (potassium loss or other) 
usually from obstruction, peritonitis, gastro- 
intestinal fistula, prolonged vomiting or heat 
exhaustion. Peripheral circulatory collapses 
are, of course, also implicated. 
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The second therapeutic step one must take 
in evaluating hypotension calls for checking of 
oxygenation and ventilation. I will not enu- 
merate the many causes of anoxia during an- 
esthesia, and it goes without saying that pro- 
found anoxia will depress any heart and mild 
anoxia any diseased heart. 

The third therapeutic procedure,—‘‘inform 
the surgeon.” It is not only good manners to 
do so (after all the patient is his, not yours) 
but, interrupting the operation may be the 
only necessary therapy in some cases. 1 am 
thinking of vagal reflexes due to traction, de- 
crease of venous return to the heart by heavy 
packs or retractors upon the vena cava, and 
unphysiologic positions of the patient. Lower- 
ing a gallbladder or kidney rest often relieves 
hypotension. So does infiltration of a local 
anesthetic in the hilus of the lung, carotid 
sinus, the celiac or other nerve plexus. Letting 
air out of a cerebral ventricle during diagnos- 
tic ventriculograms may restore the hypoten- 
sion rapidly. Atropine intravenously may re- 
duce undue vagal stimulation. 

The fourth therapeutic step, — estimate 
blood loss. Obvious blood loss is often under- 
estimated, and less obvious blood loss is often 
not realized, as for instance the presence of 
one or even two pints of blood present as a 
hematoma in a fractured hip. Sharpey-Schafer? 
interprets a surgeon’s statement of “no blood 
loss” as 500 cc., “a little blood loss” as 1,000 
cc., and “maybe needs a pint” as a 1,500 cc. 
blood loss. Patients may come to operation 
with a greatly reduced blood volume as, for 
instance, the ones with chronic illness, primary 
or secondary anemias, septicemia, ascites or 
intestinal obstruction. It must be remem- 
bered, however, that patients with chronic 
anemia have a high cardiac output, and trans- 
fusions may easily lead to heart failure and 
pulmonary edema. A prolonged operation in- 
creases capillary permeability which may, 
without obvious blood loss, result in hypo- 
volemia and hypotension. Hypothermia or 
loss of heat in chest surgery may lead to hypo- 
tension by the same mechanism. 

Number five: Review the patient’s disease. 
He may be one whose cardiac output cannot 
be raised, as the one with mitral stenosis or 
paroxysmal tachycardia. He may be a narcotic 
addict who, even under anesthesia, may have 
an acute withdrawal syndrome. Conversely, he 
may be overly sensitive to premedication with 
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narcotics, or he may have been over-premedi- 
cated. He may be a diabetic whose previous 
nightly dose of NPH insulin threw him into 
insulin shock because he has had no breakfast. 
He may be a psychotic who has been on tran- 
quilizers for long periods of time and is sensi- 
tive to any anesthetic. A patient who has been 
receiving Rauwolfia drugs (reserpine) should 
not undergo elective surgery for one week or 
more after discontinuing the drug. He will be 
particularly sensitive to any anesthetic and 
may require norepinephrine infusions tor 
hours or days. 

Number six: Realize that not the anesthetic 
agent, but the manner of its administration 
may be at fault. It may be a simple matter of 
adjusting a mask, whose tight head straps had 
caused an adverse oculocardiac reflex. Con- 
trolled (positive pressure) respiration has de- 
leterious effects on the circulation. Venous re- 
turn to the heart is impaired, not only by ab- 
sence of negative pressure in the chest, but by 
literal arrest of the blood flow through the 
capillaries of the lung. The effect of the Val- 
salva maneuver on the circulation has been 
known for over 200 years and positive pres- 
sure breathing is nothing but a repetition of 
numerous Valsalvas. This is particularly pro- 
nounced in patients with a fixed hyperinflated 
thoracic cage and poor pulmonary elasticity, 
as for instance in emphysema, or in obese pa- 
tients in the Trendelenburg position. When 
the free descent of the diaphragm is prevented 
by abdominal distension, pregnancy, tumors 
or by packs or retractors during high abdomi- 
nal surgery, a higher degree of positive pres- 
sure is needed to inflate the lungs, and hypo- 
tension will ensue. Our duty here is to change 
the manner of administration of the anesthetic 
rather than to reach for a vasopressor. One 
must allow spontaneous respiration or at least 
allow sufficiently long pauses between com- 
pressions of the rebreathing bag. The depres- 
sion of pulmonary circulation by positive pres- 
sure breathing is normally compensated by a 
rise of venous pressure, which in turn is medi- 
ated by the autonomic nervous system. If this 
response be blocked by either spinal anesthesia 
or controlled hypotension, or depressed by 
shock, or by a low blood volume, positive pres- 
sure breathing is particularly deleterious. 

Number seven: Now only, after assessing all 
these etiologic factors is it permissible to think 
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in terms of vasopressors. Obviously, there is a 
place for them, but not number one. In the 
absence of blood, plasma, or plasma expand- 
ers, vasopressors are needed to tide the patient 
over a critical period. Vasodilatation of spinal, 
epidural or caudal anesthesia must be con- 
trolled with vasoconstrictors, as well as the one 
incident to a rapidly administered dose of 
pentothal. Curare may act as a ganglionic 
blocker in some patients. Sudden drop of an 
elevated pCOy, causes a peripheral circulatory 
failure which may call for the most potent 
vasopressors. Change of position from supine 
to upright, or lateral to supine, at any time is 
well known to produce peripheral vascular 
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collapse because the carotid sinus reflex is 
suppressed in deep as well as in light anes- 
thesia. In patients with high transverse mye- 
litis, change of position has the same effect 
though by a different mechanism. 

Major catastrophies such as coronary in- 
farcts, air or other emboli, blood transfusion 
reactions, pericardial tamponade or tension 
pneumothorax are states that produce hypo- 
tension which fall in neither of my categories. 
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Present Status of Spinal Anesthesia* 


I. The Choice of Agents for Spinal Anesthesia 


KENNETH K. KEOWN, M.D.,t Columbia, Mo. 


THE CHOICE of any chemical agent to produce 
spinal anesthesia is predicated upon the pres- 
ence of an indication and the absence of 
contraindications for this technic. 


The indications for spinal anesthesia are 
not absolute and are varied. We recommend 
the technic when one or more of the follow- 
ing is present: patients for whom general 
anesthesia is contraindicated (either as a re- 
sult of psychologic fears or pre-existing dis- 
ease); for surgery below the diaphragm, op- 
erations on the lower extremities, perineal 
surgery (both obstetric and urologic); and for 
anesthesia in childbirth. 


Contraindications such as sepsis (in the 
area of the proposed site for the insertion of 
the needle in the subarachnoid space), septi- 
cemia, disease of the central nervous system, 
shock or impending shock, and the patient’s 
refusal to accept this mode of anesthesia 
should be considered absolute. 


The regional agent selected must be able 
to retain its potency after sterilization, re- 
gardless of whether the sterilization is achieved 
by the use of ethylene oxide for gas steriliza- 
tion, or when the sterilization is achieved by 
autoclaving. If autoclaving is selected for the 
sterilization of the spinal tray and agents, 
the pressure within the autoclave must be at 
least 15 pounds, the temperature not less than 
250° F., and the time in the autoclave at 
least 15 minutes. Sterilization by ethylene 
oxide is being used in an ever increasing 
number of institutions. If gas sterilization is 
used the spinal tray and agents should be 
subjected to ethylene oxide for a period of 
four hours and a temperature of 130° F. and 
a pressure of 2 to 4 pounds. 


It is unwise to re-autoclave agents for re- 
gional anesthesia more than one time. Most 
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agents rapidly lose potency with subsequent 
autoclaving. 

The loss of potency will result in a high 
percentage of unsuccessful anesthesias. The 
word of the failures will quickly spread 
throughout a surgical ward and an increased 
number of patients will categorically refuse 
this type of anesthesia. The word of failures 
is not spread by patients alone. It is unfortu- 
nate but nonetheless true, that an ever in- 
creasing number of patients have little actual 
personal contact with registered nurses. More 
and more institutions have come to use nurses 
aids and practical nurses for patient care. At 
best these individuals are poorly informed as 
to the indications and contraindications of 
various anesthetic agents and technics. How- 
ever, they are rarely at a loss for words to ex- 
press their personal opinion about anesthesia 
to patients. Many of these individuals work- 
ing in such a category have a morbid fear 
of spinal anesthesia. As a result they freely 
express their own fears to the patients. Doc- 
tors are thus faced with a patient who re- 
fuses to submit to spinal anesthesia. It is 
further unfortunate that once he has de- 
veloped this mental block doctors are un- 
successful in altering the patient’s opinion. 

The manufacturers of four currently popu- 
lar drugs used to produce spinal anesthesia, 
ie., tetracaine, procaine, lidocaine and dibu- 
caine do not include instructions for the 
sterilization of their specific product with the 
packaging of their agent. Nor do they specify 
how many times their own product can be 
autoclaved and still maintain its normal 
potency. 

We believe that not more than two agents 
should be used routinely on any teaching 
service. It is preferable that the use of but 
one agent be taught at a single time. Thus 
it will be possible to more nearly standardize 
the technic for teaching purposes. We have 
found this to be particularly desirable when 
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both medical students and graduate students 
(internes, residents and part-time physician 
anesthetists) are being taught. Confusion, 
over-dosage with untoward and profound de- 
pression, as well as death, will ensue if there 
is variation of the agents early in the training 
phase. 

The agent selected should be versatile. It 
should be capable of producing both long 
and profound anesthesia when such a need 
is indicated. The controllable and predictable 
degree are each obtained only with expe- 
rience. 

Tetracaine hydrochloride is the agent we 
have selected to use routinely at the Medical 
Center of the University of Missouri. 

It is thus possible to standardize the con- 
centration, the volume, site of injection, and 
the rate of injection with resultant certainty 
of results for specific operations. The dosage, 
volume and other constants are altered de- 
pending upon the individual physical status 
of each patient. 

Failures do occur resulting in inadequate 
or absent anesthesia when spinal is used. The 
greatest number of failures unquestionably 
stem from depositing the drug outside of the 
subarachnoid space. A second source of failure 
has been an attempt at economy by a second 
autoclaving of the spinal tray and agent. A 
third common error has been the failure to 
consider the normal curvature of the lumbar 
spine, depositing the drug into the suba- 
rachnoid space at too low a site. 

Scarborough! has recently reported a re- 
view of spinal anesthesia trom a surgeon’s 
viewpoint. In his series he reported on 65,677 
spinal anesthetics administered; four deaths 
were included in his series. Of the four deaths 
reported, three patients were moribund prior 
to receiving the anesthesia. 

I recently sent an inquiry to 10 members 
of the Missouri Society of Anesthesiologists 
inquiring what type of anesthesia they would 
select for themselves for the repair of an in- 
guinal hernia, an appendectomy and a hemor- 
rhoidectomy? The second question submitted 
to each was, what type of anesthesia do they 
ordinarily use to anesthetize patients in need 
of these same three operations? It was of no 
surprise that 9 of the 10 selected spinal as the 
anesthetic technic of choice for themselves. Six 
of the 10 admitted they rarely use spinal in 
their daily work for patients with hernias, 
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hemorrhoids or for appendectomies. I am cer- 
tain that most anesthesiologists, and I list 
myself as a member of this category, heartily 
believe that the technic of choice for ourselves 
is the proper choice for our patients. Many 
are reluctant to go against local customs. Tra- 
ditions in the care of patients soon develop 
into mores. I believe the philosophy of select- 
ing a technic for ourselves and another for 
our patients should be thoroughly investi- 
gated by deep and honest self soul searching. 
I question whether we in anesthesiology are 
truly fulfilling the duty with which we are 
charged, specifically the rendition of the best 
possible service to our patients. To maintain 
the most nearly normal physiologic status pos- 
sible during the course and resultant stress 
of both anesthesia and surgery is surely the 
most sensible. 


A second questionnaire was submitted to 
supervisors of three recovery rooms in Mis- 
souri. The questionnaire contained but one 
question. Which patients—those having re- 
ceived general anesthesia or those having re- 
ceived spinal anesthesia—are the easiest to 
care for in the recovery room? The answer 
to the questionnaire was returned by all 
three recovery room supervisors. Without ex- 
ception each of the responding nurses believed 
that the patients who had received spinal anes- 
thesia demanded less of their time, were freer 
of nausea and vomiting and were easier to 
manage in the recovery room. 

There are four agents that are currently 
enjoying the widest popularity. These are 
dibucaine, lidocaine, procaine and tetracaine. 
Each of these may be sterilized in the auto- 
clave. The onset of anesthesia varies from the 
shortest of three minutes with lidocaine, to 
15 minutes with dibucaine. The duration of 
anesthesia varies from one hour for procaine 
to three and a half hours for dibucaine. 


It can be stated categorically, the higher 
the concentration of the agent injected the 
greater the possibility of damage to the cen- 
tral nervous system. Conversely, the lower the 
concentration of the agent injected, the less 
the possibility of damage to nerve tissue, and 
the less profound the resultant analgesia and 
relaxation. 

Spinal anesthesia utilizing one of the four 
drugs listed above administered by an indi- 
vidual trained in the physiologic and phar- 
macologic response is a safe technic. This is 
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best exemplified by virtue of the frequency 
with which anesthesiologists selected spinal 
anesthesia as the technic of choice for them- 
selves. The specific agent selected is not nearly 
as important as is the skill of the anesthesi- 
ologist. This involves not only atraumatic and 
painless introduction of the drug, but more 
importantly the management of the patient 
during the course of anesthesia. More patients 
would submit to spinal anesthesia if they 
were thoroughly versed in its relative freedom 
from complications. More patients would sub- 
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mit to spinal anesthesia if they thought they 
would not be awake and hear the noise of an 
operating room. I believe that each patient 
who is to receive any anesthesia should be 
free to discuss the anesthetic agent and tech- 
nic chosen by the anesthesiologist prior to 
being anesthetized. I further believe that each 
patient who is to receive spinal anesthesia 
should be so notified prior to entering the 
operating room. 
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II. Psychic Sedation with Spinal Analgesia 


FRANCIS X. LeTARD, M.D.,¢ New Orleans, La. 


WHY BOTHER WITH PSYCHIC SEDATION? If the 
mechanical aspects of anesthetization are han- 
dled properly, if the correct technic, drug and 
dosage are chosen, and if the patient’s internal 
environment is maintained, is not that enough? 
It is not! Psychologic factors greatly influence 
the total response of a patient to anesthetiza- 
tion and operation. The effects of identical 
doses of any drug vary, depending on the con- 
scious and unconscious emotional processes at 
work in patients. 

When the average person becomes ill, he 
also is beset by fear of this unknown enemy. 
As a result he feels helpless, frightened and in- 
secure. When he is faced with hospitalization, 
an operation, and even worse, anesthetization, 
his emotional deterioration is complete. This 
psychic trauma can have severe effects on the 
physiologic functions and may last longer post- 
operatively than the actual surgical trauma. 
As a result of this altered response due to the 
physiologic and psychologic trespass of opera- 
tion and anesthesia, the patient may need more 
oxygen because of poorer cardiac function and 
at the same time more depressant drugs. This 
places the anesthetist in an undesirable posi- 
tion and results in a “stormy” anesthetic. The 
anesthesiologist has an obligation to each pa- 
tient to provide him with the best, safest and 
most pleasant anesthetic available. For these 
reasons, psychic sedation is important. 


Many different approaches toward preoper- 


+From the Department of Anesthesiology, Ochsner Foundation 


Hospital, New Orleans, La. 


ative medication have been used since Claude 
Bernard first recommended it. At present, a 
narcotic, usually morphine, plus scopolamine 
or atropine, with or without a barbiturate, 
seems to offer the best results. For the aver- 
age adult the correct dosage is 10 mg. of mor- 
phine and 0.4 mg. of scopolamine. However, 


‘these drugs are not perfect and the search for 


better drugs continues. 

It has been my experience and that of 
Adriani! that most problems arising from nar- 
cotics for premedication have resulted from 
their improper use. This is particularly likely 
to occur when premedication is ordered by 
someone other than the person who is to in- 
duct the anesthesia. Another common fault is 
failure to individualize the dosage, particu- 
larly in the aged, in whom it may be necessary 
to reduce the dosage as much as one sixth 
that for the average adult. 

The synthetic narcotics, methadone HCl 
alpha prodine HC] (Nisentil), and meperi- 
dine HCl (Demerol), do not produce the re- 
lief of anxiety and the feeling of well-being 
that morphine does and therefore are not as 
good for psychic sedation.” 

The ataraxics were welcomed when intro- 
duced recently, only to find that they had dis- 
advantages as well as advantages, particularly 
the phenothiazine derivatives, chlorpromazine 
and promazine. Because of their additive ef- 
fect with narcotics and hypnotics, smaller 
doses could be given. This helped overcome 
some of the drawbacks of these drugs, such as 
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depressed respiration and vasomotor insta- 
bility, but introduced side effects of their own 
which were much more troublesome, espe- 
cially hypotension.’ Promethazine (Phenergan) 
seems the best of the lot but occasional produc- 
tion of mild hypotensive states during anes- 
thetization has been reported. 

Ataraxics of the propanediol (meprobamate) 
and diphenylmethane (hydroxyzine HCl) type 
do not cause hypotension but are of little bene- 
fit as premedication. 

Possibly the answer lies in a more psy- 
chologic realm, such as hypnosis. I have used 
hypnosis since 1957; results have been most 
favorable when used in conjunction with con- 
duction anesthesia or analgesia. When hyp- 
nosis is employed, an attempt is made to de- 
crease the dosage of drugs in premedication to 
insure a cooperative, oriented patient. If the 
word “hypnosis” offends, one can easily sub- 
stitute good rapport, excellent physician- 
patient relationship, or a pleasing bedside 
manner. The anesthesiologist should get to 
know the patient by one or more preoperative 
visits, gain his confidence, anticipate his fears 
and problems and negate them with positive 
suggestions. He should never let a negative 


suggestion operate. Family, friends, nurses’ 


and other physicians too often make such 
negative suggestions as, “Don’t struggle just 
breathe,” “I felt as though I was being stran- 
gled,” “They gave me too much,” “I had an 
aunt who—,” “No pillow gives you headache,” 
“Wait until anesthesia wears off.” 

Anticipation always exaggerates what is to 
come, both good and bad. This can be utilized 
advantageously by not allowing the patient to 
anticipate in a negative fashion. Rather, posi- 
tive suggestions that help him to anticipate in 
a positive manner are substituted. 

Any degree of hypnosis, whether formal in- 
duction or “slow motion” hypnosis, such as 
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excellent patient-physician rapport, which re- 
sults in the patient accepting positive sugges- 
tions, will greatly help calm the patient’s fears 
of an operative procedure and anesthetization. 


Of course, the anesthesiologist must have 
knowledge of and experience with spinal anes- 
thesia so he can maintain the desired confi- 
dence by evident skill. Also, if failure occurs, 
one should not hesitate to supplement spinal 
anesthesia. 

In an attempt to analyze the importance of 
confidence in the anesthetist and his ability to 
induce spinal anesthesia, I compared the inci- 
dence of supplementing spinal with other 
agents among first and second year residents 
for comparable periods of three months. There 
was a 5% decrease, which did not seem signifi- 
cant until checking revealed that as a whole, 
the first year cases were short and simple 
whereas the second year were longer and more 
complicated. 

In conclusion, it is my belief that morphine, 
scopolamine and barbiturates give the best 
psychic sedation, although they do have some 
undesirable side effects. 

If the anesthesiologist has the time and incli- 
nation, in indicated cases hypnosis offers a 
perfect answer to preoperative psychic seda- 
tion in 75 to 80% of patients with no undesir- 
able side effects and actually no failure, be- 
cause even if no degree of hypnosis is accom- 
plished, the patient will still appreciate your 
interest and kindness. It is my opinion that a 
combination of hypnosis and other sedation 
offers the best solution since less narcotics and 
less time are required. 
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III. Limitations and Contraindications to Spinal Anesthesia 


FRANKLIN B. McKECHNIE, M.D., Richmond, Va. 


THE LIMITATIONS AND CONTRAINDICATIONS to 
spinal anesthesia may be conveniently divided 
into three groups: (1) those conditions which 
relatively contraindicate its use, (2) those con- 
ditions which absolutely contraindicate its use, 
and (3) the legal limitations. 


(1) Under the first of these, the relative 
contraindications, I would list many of the con- 
ditions which are often considered as absolute 
contraindications to spinal anesthesia. Such a 
list would include hypertension, coronary ar- 
tery disease, cardiac decompensation, debilita- 
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tion and old age, which of themselves do not 
rule out the use of spinal anesthesia, but do in- 
crease the risk attendant to its use. The risk of 
spinal anesthesia in these cases is directly re- 
lated to the extent of the blockade of the sym- 
pathetic system. If we must have a high sensory 
loss level for the contemplated surgery, then of 
necessity we must have a high sympathetic 
blockade, actually several dermatomes higher 
than the sensory level. In proportion to the 
level of this block is the physiologic insult pro- 
duced to the patient. As higher levels of block- 
ade are reached, a larger proportion of the cir- 
culating volume is shifted into the anesthetized 
area. Ultimately venous return and cardiac 
output will fall and hypotension must ensue. 
It is largely the risk of this hypotension added 
to the physical risk of the patient in general 
that determines the comparative safety of 
spinal anesthesia in any particular instance. 
Thus operative procedures above the umbilicus 
might be considered as contraindicated, in any 
particular patient, whereas those below it 
would not. 


In the same way, possible motor loss of the 
intercostal muscles and its effect on ventila- 
tion, particularly in patients with pulmonary 
diseases such as emphysema, should not pre- 
vent the use of spinal anesthesia, but should 
limit its use to operations on the legs and the 
lowest portion of the abdomen. 

If there is doubt that one might not be able 
to maintain the mean arterial pressure (or more 
specifically maintain an adequate coronary and 
cerebral volume flow) or adequate ventilatory 
exchange, then spinal anesthesia should not be 
employed. 

(2) The second group is made up of those 
permanent or temporary conditions which ab- 
solutely contraindicate spinal anesthesia re- 
gardless of other factors. The permanent con- 
traindications are largely neurologic in nature, 
such diseases as syringomyelia, tabes dorsalis, 
multiple sclerosis, cord tumors, etc., or a history 
of polio or meningitis with or without sequelae. 
Here also I would put pernicious anemia, with 
or without evidence of combined degenera- 
tion, and the patient with a positive serologic 
test for syphilis with or without treatment. A 
history of repeated or severe headaches specifi- 
cally contraindicates spinal anesthesia simply 
because this is one of the not uncommon com- 
plications of spinal anesthesia anyway. 
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I am not acquainted with any evidence of 
exacerbations of neurologic diseases by spinal 
anesthesia, but I do believe it is the better part 
of good judgment to avoid using a technic that 
is not known not to exacerbate them. 

Then there are those factors which may be 
considered as temporary contraindications, fac- 
tors which at a particular moment preclude the 
use of spinal anesthesia, but which with proper 
therapy might permit it to be used safely at 
some other time. Some examples are skin in- 
fections over the back, bacteremia or septi- 
cemia with the danger of transmitting bacteria 
into the spinal space, unconsciousness for one 
reason or another such as over-premedication, 
severe hemorrhage and hypovolemia (probably 
the most important contraindication to the use 
of spinal anesthesia), and long-term anticoagu- 
lant therapy with the risk of hemorrhage into 
the spinal canal or surrounding structures. 
Other examples are patients who are, or have 
been on steroid therapy and have not been 
properly prepared for the procedural stress. 
Also the phenothiazine derivatives, which in 
combination with a spinal anesthetic, may pro- 
duce a hypotensive episode that can be ex- 
tremely difficult to reverse by the usual meth- 
ods. These and many that I have not men- 
tioned constitute temporary, absolute contrain- 
dications to the use of spinal anesthesia. If 
time permits one to correct the hypovelemia, to 
reverse the anticoagulant treatment, to give 
steroids, etc., spinal anesthesia would no longer 
be contraindicated in these cases. 


(3) Lastly, we are limited in the use of 
spinal anesthesia by public resistance. As long 
as the lay press sees fit to publish only the 
glamorous adverse effects of this technic, no 
matter how rare they might be, and never 
mentions the tens of thousands of spinal anes- 
thetics given without any neurologic complica- 
tions, the public obviously gets a biased point 
of view. Also, many of these patients seem to 
know someone who had a friend who heard of 
a case of a man being paralyzed after a spinal, 
and they are convinced despite the low odds 
that it will happen to them. Since it is impos- 
sible to guarantee that neurologic problems 
will not. arise from a spinal anesthetic, we 
should not use this technic without the pa- 
tient’s full acceptance. Behind all this of 
course is the fear that should something go 
wrong, legal action might follow, and as the 
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Saturday Evening Post pointed out in a series 
of articles several months ago, the courts seem 
to have taken the stand that any complication 
arising from a spinal anesthetic indicates neg- 
ligence on the part of the administrator. This 
puts us in the impossible position of guaran- 
teeing to the patient that there is no risk to 
this technic. 

The answer to this problem, in part at least, 
is greater publicity in the lay press and to lay 
groups concerning the high degree of safety of 
spinal anesthesia if administered by anesthes- 
iologists. It would require reporting of the 
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thousands of spinal anesthetics given without 
complications to answer this one aspect of 
spinal anesthesia. It would require adequate 
space for rebuttal of such well-known papers 
as the Kennedy report of a few years ago, and 
it would require the cooperation of the sur- 
geons who like spinal anesthesia, to help allay 
the fear and apprehension of these patients 
before they actually get to the hospital. 

And yet if a patient tells me, and some do, 
regardless of my considered advice, that they 
would rather be dead than take the chance of 
being paralyzed, I for one will not administer 
them a spinal anesthetic. 
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Clinical Experience with AB-100: Results 


ot Therapy in 123 Patients 


JOHN B. WEETH, M.D., and ALBERT SEGALOFF, M.D.,+ New Orleans, La. 


The search for chemical substances with which to treat malignant disease continues at an 
accelerated pace. The authors have used a “dual antagonist,” a synthesized union of two 
active antitumor agents. These preliminary studies are interesting. 


AB-100* was synthesized in an attempt to 
overcome some of the limitations of single 
action antitumor compounds. AB-100 is the 
result of union of two compounds, each having 
individual antitumor activity. Combination 
therapy is not new, but the term is generally 
considered to mean use of two or more sepa- 
rate therapeutic measures. Differences of ab- 
sorption and speed of distribution are distinct 
theoretical handicaps in the simultaneous use 
of two separate agents. If these agents were 
united chemically into a single compound, 
these differences might be overcome so there 
is a greater chance to arrive at the same cellu- 
lar point at the same time. This might result 
in simultaneous and perhaps synergistic anti- 
tumor action by the two agents. 

Bardos and associates initiated synthesis of 
such combination compounds and _ termed 
them “dual antagonists.”!:? In 1957 they syn- 
thesized a series of deoxyalloxazines which 
were antagonists to both folic acid and ribo- 
flavin. Although these compounds were “dual 
antagonists” in activity, they were not synthe- 
sized by joining together two separate com- 
pounds of known inhibiting action. 

AB-100 was synthesized with the specific in- 
tention of uniting two active antitumor agents. 
AB-100 unites the bis(ethylenimido)-phos- 
phoro radical, a group which has known activ- 
ity against biologic systems, through an amide 
linkage to urethan, which is an antimetabolite 
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of nucleic acid biosynthesis.?* The same radi- 
cal has been linked to benzylcarbamate instead 
of urethan (ethylcarbamate) and is known as 
AB-103. Results of study of this compound 
will be reported later. 

After synthesis of AB-100, its antitumor ac- 
tivity was studied in animals. AB-100 was 
active against Sarcoma 180 in mice, and 25 
mg./kg./day for six days caused highly signifi- 
cant inhibition of tumor growth and forma- 
tion of ascites. It is very effective against 
Ehrlich ascites tumor at a dose level of 2 
mg./kg./day and against Adenocarcinoma 755 
at 10 mg./kg./day. It completely inhibits 
growth of Walker Carcinosarcoma 256 tumors 
at dose levels of 4 mg./kg./day. If 2.5 mg./kg- 
of AB-100 is given for the first 12 days after 
implantation of the Dunning rat leukemia, it 
is curative.” 

Animal toxicity studies showed an acute in- 
travenous toxicity for AB-100 in ICR/Ha 
Swiss mice of an LD-50 value at 70 mg./kg. 
This is much higher than the dose levels given 
above which had significant antitumor activity 
in these animals. For larger animals the acute 
intravenous toxicity LD-50 value in dogs 
ranged from 10 to 15 mg./kg.® 

The relatively broad range of activity 
against animal tumors and low toxicity indi- 
cated that AB-100 should be used for clinical 
trial. Therefore, in May 1958 this was under- 
taken. 

Materials and Methods 


AB-100 has no irritant properties on contact 
with the skin. Clinical trials with the intra- 
venous preparation have produced no acute 
toxic problems. Intrapleural, intraperitoneal 
and even intrasplenic injections have also been 
given without immediate detectable clinical 
toxic reactions. Oral and subcutaneous forms 
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of administration are being investigated in 
animals but have not yet been used clinically. 
Extravasation results in brief irritation of tis- 
sues, but this subsides within a mintue or two 
and no lasting local reactions have been noted. 
Doses up to 300 mg. have been given intra- 
venously in a single injection without acute 
toxicity. 

Depression of bone marrow function has 
been the significant toxic effect of AB-100 and 
is the indication for limitation of dosage. Reti- 
culocyte depression occurs about the fifth day 
after a complete monthly treatment has been 
given in a single injection. Leukopenia may 
develop anywhere from 7 to 10 days after treat- 
ment and may persist for 2 to 3 weeks in the 
average patient with normal bone marrow 
capacity. The white blood cell count has been 
a reliable indicator of the effects of AB-100 
therapy on bone marrow function and as a 
gauge in planning further therapy. Selective 
depression of platelets has not been a problem. 
We have known of only one instance in which 
symptomatic thrombocytopenia occurred 
when the white blood cell count was above 
5,000 per cu. mm. and this was not serious. 


Results 


Table 1 shows the types of malignancies 
treated and the patients’ response to AB-100 
therapy. All patients treated with AB-100 in 
any dosage under our supervision are included 
in this table. 
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Response is rated as subjective improvement 
in those patients whose improvement seemed 
to be well above a placebo effect but in whom 
no objective regression of the tumor could be 
demonstrated. Patients who had some tumors 
objectively decrease in size, while at the same 
time other lesions increased or new lesions ap- 
peared, are rated as a mixed response. An ob- 
jective response is the term applied to patients 
who had objective decrease in all measurable 
lesions. If improvements lasted for less than 
3 months, this is termed a minor objective 
response. Improvements lasting longer than 3 
months are termed major objective responses. 

The following cases showed major objec- 
tive responses. 

Case 1. A 31 year old man with axillary and skin 
melanomas was given 300 mg. of AB-100 intravenously 
after 500 cc. of bone marrow had been withdrawn for 
an autologous marrow transfusion several hours later. 
Some of the smaller cutaneous lesions disappeared com- 
pletely and two areas in the axilla improved. Within 
30 days of treatment, however, other melanomas began 
to appear in new skin areas, so another 300 mg. of 
AB-100 was given without use of marrow transplant. 
Four months after initial treatment no new lesions were 
appearing and the main axillary masses were breaking 
up into smaller groups. One month later new lesions 
appeared and shortly the old lesions became resistant. 
All tumors grew rapidly despite all treatment and the 
patient died 6 months after his first antitumor therapy. 

Case 2. A 15 year old boy with Hodgkin’s disease 
had a distinct major objective remission of 15 months. 
He had had previous favorable but brief responses to 
chlorambucil (Leukeran) and radiation. His disease 
was resistant to nitrogen mustard. The lesions in the 


TABLE 1 
RESPONSE TO AB-100 THERAPY ACCORDING TO TYPE OF TUMOR 


No. Given Subjective Mixed Minor Objective Major Objective 
Type of Tumor AB-100 Improvement Response Response Response 
Colon-rectum 21 1 2 0 0 
Undifferentiated and epidermoid 15 1 1 0 0 
Melanoma ll 2 0 1 1 
Breast 10 1 0 0 0 
Breast with pleural effusion = 0 1 1 0 
Leukemia 8 1 0 1 0 
Lymphoma and lymphosarcoma 8 1 1 1 0 
Hodgkin’s disease 2 0 1 0 1 
Reticulum cell sarcoma of bone 1 0 0 0 1 
Lympho-epithelioma 1 0 0 0 1 
Stomach, pancreas and esophagus 12 1 0 0 0 
Lung 6 1 0 0 0 
Sarcoma 6 0 0 0 0 
Female reproductive tract 5 0 0 0 0 
Kidney and bladder 3 0 0 0 0 
Small bowel 2 0 0 0 0 
Hepatoma 2 0 0 0 0 
Prostate 2 1 0 0 0 
Nasopharynx : 3 0 0 1 0 
Multiple myeloma, thyinoma, testicle 3 0 0 0 0 
TOTAL 123 10 6 5 4 
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chest had enlarged significantly in the month before 
AB-100 therapy. His average treatment has been 40 mg. 
of AB-100 intravenously at weekly intervals as long as 
leukopenia did not develop. Treatment was withheld 
only a few times for this reason. At the end of one year 
of treatment with AB-100, all palpable nodes in the 
head and neck had disappeared and the patient was 
afebrile. Hilar nodules and one pulmonary nodule had 
disappeared except for one streak of residual scar-like 
shadow in the lung. The patient was active and at- 
tended school for the entire time. Lumbar osteolytic 
lesions appeared at the end of one year, but these have 
responded favorably to radiation and treatment with 
AB-100 is continuing. 

Case 3. A 37 year old man with reticulum cell sar- 
coma of the bone had extensive osteolytic lesions. The 
disease progressed from normal appearing bones to 
widespread osteolytic lesions during a period of 4 
months. The patient was given a single dose of 100 mg. 
of AB-100 and one month later a second dose of 200 mg. 
X-ray studies one month after the second dose showed 
the pelvis to be even more involved with osteolytic 
lesions. The patient was beginning to feel so much 
better, however, that therapy was continued, but on a 
weekly dose schedule. He receives about 80 mg. intra- 
venously per month divided into weekly doses. His 
WBC. count averages 3,000 to 4,000 per cu. mm. Six to 
ten months after treatment was begun definite healing 
of bony lesions was visible on the x-ray films, no new 
lesions were appearing and the subjective improvement 
and increasing work capacity continued. Twenty-four 
months after initiation of AB-100 therapy, roentgeno- 
grams show continuing improvement with healing of 
the osteolytic lesions and no appearance of new lesions. 

Case 4. A 69 year old man with lympho-epithelioma 
of the nasopharynx had several nodular metastases 
studded about his neck. He had had a previous favor- 
able response to intensive x-ray therapy. He was given 
40 mg. a week of AB-100 for one month. The nodules 
grew measurably smaller and the patient felt better, 
but leukopenia resulted so therapy was discontinued 
for one month and the lesions progressed. After testos- 
terone propionate therapy his WBC. count returned to 
normal and AB-100 was again started at 40 mg. a week 
for another month. The nodules in the neck again de- 
creased in size. This improvement was maintained for 
another few weeks. Esophageal strictures developed 
after previous therapy and he had consistently refused 
tube feeding. He ultimately died from malnutrition 
even though his disease seemed to be controlled. 


Discussion 


Favorable objective results to treatment 
with AB-100 have been obtained in types of 
tumor which also respond to other chemo- 
therapeutic agents: namely, mammary cancer 
and certain hematologic malignancies. In 
addition, we have been obtaining favorable 
responses in patients with generalized mela- 
noma. 

For treatment of patients with apparently 
normal bone marrow function, we have found 
a conservatiye starting dose to be 1.0 to 1.5 mg. 
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per pound of body weight per patient per 
month (2.2 to 3.3 mg. per kilo). No serious 
problems of depression of bone marrow have 
resulted from doses of 200 mg. or less in pa- 
tients with normal bone marrow capacity. 
Over 200 mg. a month is considered a high 
initial dose until the patient’s response to 
chemotherapy is known. Patients who receive 
300 mg. or more of AB-100 a month generally 
have pronounced leukopenia, sometimes be- 
low 1,000 white blood cells per cu. mm. but 
they tolerate the leukopenia very well. We 
have avoided prophylactic administration of 
antibiotics and clinical infections have not 
been occurring during the period of leu- 
kopenia. 

In patients whose bone marrow function 
has been compromised by metastatic disease, 
previous heavy radiation therapy or recent 
myelotoxic chemotherapy, the dosage of 
AB-100 should be proportionately reduced. 
Of the patients listed in table 1, the greatest 
reductions in dosage of- AB-100 occurred in 
three groups. First, one patient with multiple 
myeloma had distinct leukopenia after only 
50 mg. of AB-100. Second, 2 patients with 
prostatic cancer both had osteolytic metastases 
and doses of AB-100 were reduced to about 
75% of the suggested conservative starting 
dose. Finally, reduced doses were used for 2 
of the 5 patients with tumors of the female 
reproductive tract. These patients had re- 
ceived curative-range pelvic radiation for 
carcinoma of the cervix. These types of 
patients are generally regarded as having 
reduced bone marrow function so their sen- 
sitivity to AB-100 was not exceptional. 

Children have been treated on the same 
weight basis as adults. An 8 year old girl 
weighing 60 pounds received 140 mg. of AB- 
100 in six weeks during treatment of acute 
monocytic leukemia. She was able to start 
6-MP (6-mercaptopurine) immediately after 
AB-100 therapy without noticeable leukopenia. 

There were 8 leukemia patients in our series 
but only 4 of these lived long enough to re- 
ceive more than test doses. The 4 remaining 
patients safely tolerated amounts of AB-100 
without significant leukopenia when treated 
with the same dose schedule used for other 
patients. Because experience with other anti- 
leukemia drugs suggests that treatment on a 
weekly basis is more effective, we are trying to 
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treat such patients on a weekly schedule of 
AB-100 whenever possible. Our experience 
with AB-100 in the treatment of leukemia thus 
far has been inadequate to be conclusive. 


Conclusions 


1. AB-100 is a new antitumor agent which 
is given easily and safely intravenously, intra- 
pleurally and intraperitoneally. 

2. The only significant toxic effect has been 
depression of bone marrow function. 

3. For patients with normal bone marrow 
function a conservative initial dosage is 1.0 to 
1.5 mg. per pound of body weight per month 
(2.2 to 3.3 mg. per kilo per month). The 
dosage should be appropriately reduced for 
patients with inadequate bone marrow func- 
tion. 

4. Best results have been achieved in certain 
hematologic malignancies and weekly doses 
have seemed more effective in these patients 
than single monthly doses. 

5. Four patients with generalized melano- 
matosis had significant effects with higher 
doses (300 mg. or more a month). 
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Summary 


AB-100, a new antitumor agent which can 
be safely and easily administered intravenous- 
ly, was given to 123 patients with advanced 
malignant disease. Patients with apparently 
normal bone marrow function were given an 
initial dose of 1.0 to 1.5 mg. per pound of body 
weight per month. No serious problems of 
depression of bone marrow resulted from doses 
of 200 mg. or less in such patients. In patients 
with depressed bone marrow function the 
dosage should be proportionately reduced. 
Significant antitumor activity was demonstrat- 
ed in one patient with Hodgkin’s disease, one 
with melanoma, one with reticulum cell sar- 
coma of bone and one with lympho-epithe- 
lioma. 
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Cancer 


Results of Earlier Treatment 


of Cancer 


M. V. KALAYCIOGLU, M.D., and HU C. MYERS, M.D..,t Philippi, W. Va. 


The authors, from their statistics, emphasize the fact that an increase in the “cure” rate of 
cancer will be directly proportional, in the main, to the duration of the lesion. The 
earlier the patient offers himself for treatment, the better the “cure” rate. 


ACCORDING TO CURRENT STATISTICS, cancer is the 
second highest cause of death in the United 
States. The increase in cancer deaths is attri- 
buted to the extension of life expectancy which 
has occurred in this country during the last 
several decades. The proportion of older peo- 
ple has been augmented and thus the environ- 
ment which favors the growth of malignant 
neoplasms has been favorable. Concurrent to 
this the physicians and laymen alike have be- 
come aware that progress in cancer treatment 
has advanced much too slowly. 

Can the prevailing low cure rate be im- 
proved with present knowledge and facilities, 
or must we await some revolutionary develop- 
ment in cancer therapy before we can expect 
any alteration in results? 

In an attempt to find an answer to this 
question, the results of cancer therapy were 
studied by our group in two different periods. 
The first period was from 1933 to 1940 inclu- 
sive, and the second period was from 1950 to 
1954. The analysis included all cases of cancer 
seen in our clinic during these two periods 
with the exception of basal cell and squamous 
cell carcinomas of the skin. 

In the first period 118, and in the second 
period 228 cases were seen. Each was diag- 
nosed by biopsy. Ninety-seven per cent of the 
patients were followed five years or more. 
Those lost to follow-up were considered as 
having died. 

Table 1 shows the age distribution of the 
cancer cases of each period. It will be seen 
that in both groups the range is similar. Can- 
cer was found to be more prevalent in patients 
from 60 to 70 years of age. This is in accord 
with the findings of other authors. 


+From the Department of Surgery and the Tumor Clinic, 
Broaddus Hospital, Philippi, W. Va. 


TABLE 1 


AGE DISTRIBUTION 
Percentage of Total Cases 


0-39 40-59 60-79 80 and 
Year Years Years Years Over 
1933-1940 10% 43% 44% 3% 
1950-1954 9% 39% 44% 9% 


The difference in the incidence of cancer in 
the two periods is shown in table 2. The 
changes in incidence were mostly in breast and 
lung cancer, breast cancer being decreased 
6% without explanation; and lung cancer in- 
creased from 0% in the first period, to 7% in 
the second period. This is in agreement with 
the general increase in lung cancer in the last 
few decades. 

In this study, it was noted that the patient 
first consulted a physician because of one of 
three reasons: (1) he noticed a growth or lump 
which he suspected of being cancer, (2) he had 
a symptom such as bleeding from a body ori- 
fice (a common finding in cancer but not so 
interpreted by the patient), and (3) he sought 
advice from the physician for an entirely un- 
related disease and the cancer was an inciden- 
tal finding. 

Table 3 shows a definite increase in the inci- 
dental finding of cancer in the second period 
and a decrease in patients presenting them- 
selves with obvious cancer. This was inter- 
preted as meaning that patients were seeking 
medical advice earlier in the latter years, and 
fewer patients were waiting until signs of ad- 
vanced cancer were present. Also, it seems that 
the index of suspicion of physicians in this 
area was higher in the second period. 

Figure 1 shows the differences in patient- 
delay in the twe periods. The patients’ hesi- 
tancy in seeking medical help was greatly de- 
creased during the second period. In the first 


ous- 
| 
ntly 
an 
ody 
s of 
loses 
ents 
the 
ced. 
trat- 
one 
ithe- 
1 Am- 
Ethyl- 
Anti- 
nmary 
Action 
43 


JANUARY 1961 


SOUTHERN MEDICAL JOURNAL 


TABLE 2 


INCIDENCE OF CANCER 
Percentage of Total Cases 


Mouth and 
Maxillary Miscel- 
Year Breast Cervix Colon Liver Lung Kidney Sinus Pancreas Prostate Sarcoma Stomach Ovary Thyroid Uterus laneous 
1933-1940 24 8 10 ? 0 1 7 5 7 8 8 1.5 1 7.5 5 
1950-1954 18 14 15 2 7 1 3 5 9 8 9 0.5 0.5 5 5 
TABLE 3 
THE WAY THE DISEASE WAS FOUND 
Percentage of Total Cases 
Patients Seeking Treatment Patients Seeking Treatment No Symptoms—Cancer an 
Year for Obvious Cancer for Obscure Cancer Incidental Finding 
1933-1940 $2 62 6 
1950-1954 19 68 13 


period 58% of the patients waited for at least 
six months before consulting a physician, 36% 
waited at least one year or more before going 
to a doctor, and 23% waited for over two years 
before being examined. During the second 
period instead of 58%, only 29% waited more 
than six months. It was found that 18% waited 
more than a year, as compared with the 36% 
during the first period. Only 5% waited two 
years or more in the second period, as com- 
pared to 23% in the first period. 

It is probable that the decrease in delay in 
the second period can be attributed to the fact 
that people were more familiar with, and con- 
scious of cancer through the work of the 
American Cancer Society and other similar 
organizations. 

Figure 2 shows the increase in definitive 
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treatment in the second period. In the first 
period only 34% could be offered operation or 
irradiation with curative intent, and 66% 
could be given only palliation or no treatment 
because of the advanced stage of the disease. 
In the second period the patients were seen in 
such a stage of their disease that 50% could 
then be offered curative treatment. 

The five-year survival rate for all cases was 
22% during the first period and increased to 
33% during the second period. This was an 
increase of 11%. This amounts to a 50% in- 
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crease over the first period, since in the first 
period approximately 2 out of 10 patients sur- 
vived five years, and during the second period 
3 out of 10 survived five years. 

According to the 1955 report of the Con- 
necticut Health Department,! the range of 
five-year survivals of all cancer, excluding skin 
cancer, was from 26 to 32%, depending on the 
institution reporting. Our survival rate com- 
pares favorably with these figures. 


Figure 3 shows the five-year survivals for 
different periods of delay in diagnosis and 
treatment. The graph shows that the earlier 
the diagnosis is made and treatment instituted, 
the better the end result. An exception to this 
downward trend in results with increasing de- 
lay came in the second and third year periods, 
which showed a reversal of the downward 
curve. This is explained by the fact that we 
were then dealing with a highly selected group 
of patients who had only low grade malig- 
nancies and who were still curable even after 
this long time. The fact that the number of 
cases in a curable state after a delay of two or 
three years was very small, amounting to only 
5 cases out of a total of 346, is evidence that 
delay does not increase survival rates. 

The five-year survivals, classified in periods 
of delay in seeking treatment, show that with 
the longest delay the survival rate is lowest, 
and where no delay has occurred in diagnosis 
and treatment, the survival rate is highest. 

Figure 4 shows the actual number of cases 
in each period in which survival was for 5 
years. Also given are those patients who did 
not survive as long as 5 years. As is shown, the 
patients surviving after a delay of one and two 
years are few in number and, as previously 
stated, these represented those who had tumors 
which were slow in growth and naturally re- 
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sponded more favorably to treatment. How- 
ever, it should be noted again that this num- 
ber is so small it is of little importance. The 
patient and the physician should not delay 
treatment hoping that in a particular case the 
tumor will prove to be in this slow growing 
group. 

Classification of cases according to the pro- 
cedure employed in management has been 
summarized and is shown in figure 5. Natu- 
rally the best survival rate has resulted from 
curative treatments, and in both periods the 
rates parallel each other, showing only a 4% 
difference. The results of noncurative treat- 
ment did not change significantly, being 8 and 
13%, leaving only a 5% difference. This anal- 
ysis tends to show also that neither technical 
improvements in treatment nor the reduction 
in operative mortality was a significant factor 
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in the increase in five-year survivals in the 
second period. 

From these findings, it is clear that for the 
better management of cancer the patient 
should be seen and treatment instituted at an 
early period if one is to attain better survival 
rates. 

The results of delay in treatment in the 
various periods are shown in figure 6. With 
an increase in delay the percentage of patients 
who were suitable for curative treatment de- 
creased, and the percentage of untreatable 
cases increased, The highest percentage of pa- 
tients receiving curative treatment occurred in 
the group without delay. The incidental find- 
ing of cancer at autopsy in patients dying of 
other diseases made this group larger than it 
would have been if only treated cases had been 
used. It also made the percentage of curative 
treatment smaller. In spite of this, curative 
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treatment was much higher than in the group 
of patients who delayed as much as three 
months. 

Discussion 


The operative mortality was 8.5% during 
the first period and 2.5% in the second period. 
This is a 6% improvement in survival. This 
improvement, no doubt, was the result of the 
ready availability of blood, antibiotics, better 
anesthesia and better surgical technics. Since 
about one third of the patients in cancer cases 
now survive five years or longer, we can rea- 
sonably estimate that one third of the 6%, or 
2% of the patients who formerly died of opera- 
tion would now survive five years or more. In 
other words, it could be said that only one 


_ third of the 6% of the operative mortality 


could be counted as contributing to the 11% 
better survival rate in the second period. Thus 
the remaining 9% of progress can be attri- 
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buted only to early diagnosis and treatment of 
cancer in its curable stage. 


Even in the face of progress, the statistics 
must be improved further since only one pa- 
tient out of 3 cancer cases is cured at the pres- 
ent time.* To achieve better results by present 
treatment methods it would seem that educa- 
tion of the public to the fact that delay in 
seeking treatment lessens the chance for cure 
and that early examination and treatment im- 
proves results offers the most obvious and 
fruitful attack on cancer. This program of 
public education can be accomplished by 
heightened efforts of the national and local 
Cancer Societies plus a wider availability and 
use of examinations for cancer detection. 


Summary 
1. The cancer cases in our hospital were 
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reviewed and evaluated between the years 1933 
and 1940 (first period) and from 1950 to 1954 
(second period). 

2. The five-year survival rate for the first 
period was 22% and for the second period was 
33 per cent. 

3. The possible causes for this improvement 
were discussed. The chief cause seems to be 
earlier diagnosis and treatment. 

4. An intensified educational effort on the 
part of those who are promoting lay education 
is urged. 
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A Cause of Fetal Death 


Torsion of the Umbilical Cord: 


GEORGE SPECK, M.D., and RICHARD E. PALMER, M.D.,t Alexandria, Va. 


Two instances of this complication are reported and a theory offered for its occurrence. 


IN THE PAST THREE YEARS we have had two 
macerated stillbirths that had died in utero 
about 10 to 12 weeks before the expected date 
of confinement. The only findings were atresia 
and torsion of the umbilical cord at the um- 
bilicus of the infant. 


Case 1. Mrs. R. J. was a 21 year old white primi- 
gravida whose prenatal course had been uneventful. 
On the 30th week of gestation the fetal heart sounds 
were heard for the last time. The day following her 
visit to the office the patient no longer felt fetal move- 
ments. She was re-examined 6 days later and no fetal 
heart sounds were heard. At the 33rd week of gesta- 
tion (July 13, 1956), the patient went into spontaneous 
labor and was delivered of a female macerated infant 
that weighed 3 lbs., 314 oz. The only finding was that 
the umbilical cord tapered to a pencil point at the 
umbilicus, was avascular and twisted almost one com- 
plete turn. There were no other significant postmortem 
findings. 

Case 2. Mrs. M. L. S. was a 36 year old white nulli- 
para, gravida 2 and para 0, whose previous pregnancy 
had ended in 1957 after 8 weeks in a spontaneous 
abortion. Except for two episodes of brownish dis- 
charge the prenatal course was uneventful. At the 26th 
week of gestation the fetal heart sounds were heard. 
At the 28th week the fetal movements stopped and 
when the patient was examined 3 days later, the fetal 
heart sounds could no longer be heard. On Aug. 18, 
1959, at 3414 weeks gestation, the patient went into 
spontaneous labor and a female stillborn baby weigh- 
ing 1 lb. and 12 oz., was delivered spontaneously. The 
only pertinent finding was torsion of the cord with 
three complete turns at the umbilicus of the baby. 


Discussion 


In his excellent review of umbilical cord 
casualties, Baden! presented a case of torsion 
identical with our case 2. In Baden’s case the 
fetal heart sounds were heard at the 27th 
week (26th week in our case) and 11 days 
later, in both cases, the baby was dead. In 
both instances the umbilical cord showed 
three complete turns in the area immediately 
adjacent to the baby’s umbilicus. No other 
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cause for the fetal death could be determined 
in either case. Although some authors? have 
considered torsion to be a postmortem finding 
and not the cause of fetal death, Baden be- 
lieved it to be the direct cause of fetal death 
in his case and that possibly additional twist- 
ing of the cord could occur after death. 

Piraux? cited a case of constriction of the 
cord at the umbilicus without torsion (almost 
similar to our case 1). He thought that tor- 
sion followed death of the baby and that the 
predisposing factor to torsion was insuffici- 
ency of Wharton’s jelly. He discussed the the- 
ory of Brume that fibrosis of Wharton’s jelly 
with obliteration of the lumen of the vessels 
was the actual cause of fetal death. Thus, 
Piraux preferred to think that the obliteration 
of the umbilical artery occurred first from 
some obscure cause and the fibrosis of Whar- 
ton’s jelly was secondary. 

Wirtinger® discussed the causes of torsion 
and believed the major cause to be due to the 
longitudinal growth of the umbilical arteries 
along with the increased intravascular pres- 
sure caused by the pumping action of the em- 
bryonic heart giving rise to screw-like deform- 
ities or torsion of the cord. He thought that 
the maternal movements could be contribu- 
tory to the torsion but were insignificant. 

Novak‘ has an illustration (Fig. 542) which 
shows this torsion. He thought that torsion of 
the cord at the fetus was due to the fact that 
Wharton’s jelly is less abundant at this area. 
However, he was not certain whether the 
twisting was antemortem or postmortem. 

When one has delivered many babies, there 
are two observations which become quite ap- 
parent. The first is that the amount of Whar- 
ton’s jelly in the umbilical cord varies from a 
slight amount (thus the cord is thin and limp) 
to so great an amount (especially close to the 
baby) that the placing of an umbilical cord 
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FIG. 1 


Torsion of umbilical cord at fetal umbilicus. 


clamp may be very difficult. The second is the 
frequency with which one finds twisting of the 
cord. Those who routinely “milk” the cord 
before clamping it off will frequently have to 
untwist the cord before being able to com- 
pletely “milk” the cord down to the baby. 

In examining our figures 1 and 2 (as well as 
Novak’s Fig. 542*) it will be noted that the 
cord distal to the torsion is edematous and 
distended. We believe this had to be a gradual 
process and could not have occurred after 
death. We believe that occasionally there is an 
anomalous deficiency of Wharton’s jelly next 
to the fetus and that almost every cord shows 
some twisting due to the movements of the 
fetus in utero. These two factors contribute to 
the torsion of the cord adjacent to the umbili- 
cus causing eventual obliteration of the vessels 
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FIG. 2 


Area of torsion untwisted. 


and death of the fetus. Experimentally, if one 
were to take a cord of equal diameter except 
at one end, where the diameter was reduced, 
then fix the smaller end, twisting of the cord 
at any site would cause torsion to occur even- 
tually at the thinner, fixed end of the cord. 


Summary 


1. Two cases of torsion of the umbilical 
cord causing fetal death are presented. 


2. A theory as to the cause is presented. 
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Thoughts about Intervertebral Disks 


IRVIN DEUTSCH, M.D.,+ Cocoa Beach, Fla. 


The interpretation of lesions of the intervertebral disks is usually not too difficult. 


The Knutsson maneuver may be a helpful adjunct. 


FROM THE RADIOLOGIC VIEWPOINT, human tis- 
sues may be divided into two main groups,— 
those that are opaque to the x-ray and thus 
cast a shadow, and those which are non- 
opaque. Examples of the first group obviously 
are dental enamel and bone; an example of 
the second is cartilage, as present in the joints, 
the ear, nose, etc. When tissues of one density 
(mean atomic number) are adjacent to tissues 
or substances of a very different physical con- 
stitution (lower or higher mean atomic num- 
ber), their presence and the changes within 
them may be revealed radiographically. For 
example, the skin surface of a limb is usually 
well demonstrated because it is in contact with 
the air which absorbs rays to a negligible ex- 
tent, with the result that the portion of the 
developed film that portrays air is some shade 
of black. Or stated in another way, the radio- 
graph is a negative whose shadings reflect the 
differential absorption and transmission of 
x-rays through tissues.1 

Excluding the regions where soft tissues are 
demonstrated because they surround air-con- 
taining cavities, as the trachea, lung, etc., fat, 
generally speaking, is the only tissue when 
present in sufficient quantity that is readily 
demonstrable radiologically as a region of in- 
creased radiolucency. 

A tissue which is very difficult to examine is 
the intervertebral disk. These disks are pres- 
ent from the level of C2-C3 to L5-S1, where 
they are interposed between the bodies of the 
adjacent vertebrae. (In the sacrum the trans- 
verse ridges occupy their place. Though the 
bodies of the sacral vertebrae are united at the 
periphery by bone, wide intervals are left 
centrally which are filled by fibrocartilage. 
Most frequently, the inferior portions of the 
sacrum are united more securely, i.e., with 
more bone than in the superior portions. The 
coccyx is a rudimentary vertebral structure.) 


+From the Medical Department (Radiology), Pan American 


Airways. 


The disks vary in size, shape and thickness 
in different portions of the spinal column and, 
according to Gray’s Anatomy? constitute 
about one-fourth the length of the vertebral 
column exclusive of the first two vertebrae. 

The cervical and lumbar portions of the 
spine have, in proportion to their length, a 
much greater amount of disk substance than 
does the thoracic region with the result that 
these segments of the spinal column possess 
greater flexibility and freedom of movement. 
In the cervical region, uncovertebral joints 
are found; in the thoracic region the disks are 
joined laterally to the heads of those ribs 
which articulate with two vertebrae. 

The centrum or body of each vertebra is 
formed around the primitive notochord, but 
only between the centra where the interverte- 
bral disks are formed does it persist in its 
primitive form, and here it expands and forms 
a considerable part of the central mucoid 
core which each disk contains—the nucleus 
pulposus. 

The size of the nucleus pulposus and its 
exact location vary in different parts of the 
spinal column. Comparatively, its size is 
greatest in the cervical and lumbar regions 
and less in the thoracic. As a rule, in the cervi- 
cal and lumbar regions it is situated at the 
junction of the middle and posterior thirds, 
while in the dorsal region it is located more 
anteriorly. Schmorl’s node formation is due 
to the protrusion of the nucleus pulposus into 
the spongiosa of a neighboring vertebral body. 

On the radiograph, the area occupied by 
the intervertebral disk is the nonopaque (clear) 
area between the vertebral bodies. (I am well 
aware that there are certain uncommon lesions 
that render the disks opaque.) To circumvent 
these difficulties in the radiologic diagnosis of 
lesions of the intervertebral disk, both myelog- 
raphy and diskography have been and are 
employed. These procedures are not without 
danger or risk and it is justifiable to do with- 
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out them, if one can, for the very obvious rea- 
son stated in the injunction to the physician, 
primum non nocere (above all do no harm). 
Pope’s dictum on the “Essay of Man” is still 
applicable, “Be not the first to use the new 
or the last to give up the old,” and a procedure 
that merits more popularity is the Knutsson® 
maneuver which will be described later. Its 
use does not entail the use of extraneous sub- 
stances. 


The disk consists of essentially three struc- 
tures: the nucleous pulposus, the annulus 
fibrosus and the cartilage plates of the adja- 
cent vertebrae. Not to be overlooked is the 
fact that the nucleus pulposus is under con- 
stant pressure because of its own special con- 
sistency in a semi-elastic casing (the annulus 
fibrosus), and that it possesses the properties 
of a spring, at any rate elasticity, and that it 
manifests some of the movements of a ball 
and socket joint. In essence then, the follow- 
ing facts are pertinent: 

1. Physiologically: 

A. While the intervertebral disks are 
inert and avascular, they are also elastic. 
B. The height of the disks varies from 
the neonatal stage to senescence. Old age 
by dessication and degeneration of the 
disks leads to diminution in height. 

2. Pathologically: 


A. A common objective evidence is com- 
pression (manifested by diminution in 
vertical height of the vertebral inter- 
space). 

B. A common objective sign is subchon- 
dral sclerosis. 

C. A common objective sign is spur or 
osteophyte formation. 

D. A less common objective sign is cal- 
cification.* 

E. A less common objective sign is the 
presence of a phantom nucleus pulposus 
or vacuum.* 


F. Not employed frequently enough is 
the distraction technic of Knutsson. This 
may elicit the “gas” shadow or demon- 
strate abnormal mobility of spinal seg- 
ments which is best shown in the lateral 
studies.* 


The findings given above are all evidences 
of disease of disks.* Items D, E, and F are 
pathognomonic and indicate lesions of the 


disk. 
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Knutsson’s maneuver is a valuable distrac- 
tion technic; it is a method applied for the 
separation of apposed surfaces and/or the pro- 
duction of a “gas” shadow. Gas formation is 
very infrequently present in the intervertebral 
disk spaces, and when it is present in any loca- 
tion in adults it should draw attention to the 
likelihood of pathologic alteration. The com- 
mon theories as to the formation of this “gas” 
shadow is that, (a) degenerating cartilage, 
which contains sulphur, yields up a gaseous 
sulfate, or (b) that the gas appearing here 
originates from body fluids. Air (gas) accumu- 
lates in the space left by a disintegrating nu- 
cleus pulposus when tension on the spine cre- 
ates a partial vacuum and allows the gas or air 
normally present and held in solution in the 
body fluids to escape. This occurs only when 
the disk is under strain. 

One of the obvious functions of the inter- 
vertebral disk is to separate the adjacent inter- 
vertebral bodies. The primary lesion is de- 
generation or rupture of the disk; protrusion 
and/or herniation of the disk is a complica- 
tion of the primary change. The patient’s 
symptoms may be due to degeneration and/or 
protrusion of the disk. 

Being a firm believer in the statement attri- 
buted to the Chinese, “One picture is worth 


FIG. 1,A 
— 
% 


FIG. 1, B 


10,000 words,” the following illustrative ex- 
amples are given. 

Case 1. Mrs. A. F. In 1945 she had a laminectomy 
with spinal fusion. She was asymptomatic until she sus- 
tained an accident in a bus in August 1959. The lower 
back, in the region of operation felt hot, as if she were 
bleeding, and became painful. There was no radiation 
of pain at the onset but 2 days after the accident and 
now she has pain and tenderness in the medial gluteal 
region, hip region and in the lower perineum. The 
# most interesting roentgen finding is calcification in the 
disk space L5-S1 (Fig. 1). 

Case 2. A man, aged 55, had constant backache and 
pain radiating on occasion to the right when it extends 
into and below the calf. A vacuum phenomenon is 
demonstrated with a diminished vertical height of the 
disk space,—subchondral sclerosis, osteophyte {orma- 
tion and, incidentally, the regional vessels show arterio- 
sclerosis (Fig. 2). 


FIG. 2 
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Case 3. Knutsson maneuver followed by gas forma- 
tion. This maneuver consists of flexion and extension 
of the spine to its limits. As carried out in our office, 
this is done with the patient on his side; he is “jack- 
knifed.” We have found it is very difficult to demon- 


FIG. 4 
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strate gas formation if the patient executes these move- 
ments in the erect posture (Fig. 3). 

Case 4. Vacuum phenomenon is shown with mark- 
edly diminished disk space and subchondral sclerosis. 
There is an excellent demonstration of moderately far 
advanced cartilageous degeneration at the level of 
L5-SI (Fig. 4). 

Case 5. The vacuum phenomenon in a joint space 
of normal vertical height (Fig. 5). (Compare with 
Fig. 4.) 

Case 6. Here was an old fracture with repair at L4. 
The vacuum phenomenon is seen in the disk space be- 
low L5-Sl. There is also some retro-displacement of 
L5 on Sl. This patient has had chronic persistent radi- 
ating back pain dating from an accident (Fig. 6). 

Diagnostic procedures involve expenditure 
of time, effort, thought and money. Medicine 
is good when it achieves results with the least 
incurrence of risk and pain, and the least ex- 
penditure of time, money, effort and suffering 
on the part of all involved. As was previously 
stated, some procedures are painful and some 
are not without danger. A recent report speaks 
of vertebral necrosis simulating Pott’s disease 
following contrast radiography of the disks.* 
Davies® has pointed out the necessity for re- 
straint in the use of a valuable procedure, 
spinal myelography, by reporting the findings 
of follow-up examinations in 119 patients who 
had had 125 myelograms. Even so simple a 
procedure as spinal puncture may, according 


FIG. 5 
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FIG. 6 


to Brailsford,® citing Billington, produce de- 
structive lesions of the disk. Wood,’ in the 
introduction to the Atlas of Myelography, 
states that herniation of the intervertebral disk 
accounted for almost two thirds of the abnor- 
mal findings demonstrated by spinal myelog- 
raphy at the Neurological Institute (New 
York) in one year. The best procedures are 
those which are economical of time, of effort, 
of expense and of pain. There is already suf- 
ficient accumulation of iatrogenic disease. 


Summary. This article and the illustrations 
have been prepared because I believe that 
though enough stress is placed upon the new, 
insufficient use is made of the old. 


Acknowledgments. I am indebted to Dr. Louis Raider 
of Mobile, Alabama, for the radiographs from which 
illustrations 2, 4, and 6 have been prepared. 


4295 N. Atlantic Ave. 
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A Comparative Study of Bunamiody]l 


(Orabilex) and Iopanoic Acid 
(Telepaque): A Clinical Report on 200 Cases 


CAPT. THOMAS E. FARRELL, MC, USA, and 
CAPT. WILLIAM V. WELDON, MC, USA,t Washington, D. C. 


The authors have found, as have others, that bunamiodyl offers better visualization of the biliary 
tract and at the same time produces fewer side effects and confusing residua in the colon. 


AMONG THE SEVERAL QUALITIES DESIRED in a 
contrast medium for oral cholecystography is 
adequate concentration within the gallbladder 
with a minimum of undesirable side effects. 
Many contrast media have been tried since the 
Graham-Cole! test was developed in 1924. In 
recent years the most popular of these com- 
pounds, and the one currently in use at Walter 
Reed General Hospital, is Telepaque or 
iopanoic acid. 

Telepaque is a triiodo organic compound 
containing 68% iodine. The chemical for- 
mula for this substance is 3 (3 amino-2:4:6:- 
triiodopheny1) 2-ethylpropanoic acid: 


I 


The advantages of iopanoic acid over the 
formerly used media have been reported in 
numerous publications.2* These advantages 
include a more dense opacification of the gall- 
bladder, fewer side reactions, and not infre- 


CH—COOH 


+From the Radiology Service, Walter Reed General Hospi- 
tal, Walter Reed Army Medical Center, Washington, D. C. 

This material has been reviewed by the Office of The 
Surgeon General, Department of the Army, and there is no 
objection to its presentation and/or publication. This review 
does not imply any endorsement of the opinions advanced 
or any recommendation of such products as may be named. 
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quent opacification of the duct following a 
fatty meal. 

The undesirable features of iopanoic acid 
are the side reactions, particularly diarrhea, 
intestinal cramping, and opacities in the bowel 
of unabsorbed material when located near or 
superimposed upon the gallbladder. Although 
overweight patients usually require a larger 
dose, Telepaque is generally administered in a 
3 Gm. dosage (6 tablets of 0.5 Gm. each). 

Orabilex* (bunamiodyl) is the sodium salt 
of a triiodo organic compound containing 
57% iodine. The chemical formula is 3(3 
amino butyryl 2:4:6 triiodophenyl) 2-ethyl 
acrylic sodium: 


H 
I I 
2 


An early report® on the use of bunamiodyl 
showed that a 6 Gm. dose, twice the dose of 
Telepaque, resulted in a very dense opacifica- 
tion of the gallbladder, even in very overweight 
patients, and was well tolerated with minimal 


*Supplied by E. Fougera & Company, Hicksville, New York. 
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discomfort. Other reports'!* using the rec- 
ommended dosage of 4.5 Gm. (6 capsules of 
0.75 Gm. each) showed that Orabilex met the 
criteria for an ideal cholecystographic medi- 
um. It produced fewer side reactions, had a 
lower incidence of opacities in the bowel, and 
yielded satisfactory opacification of the duct 
in a higher percentage of patients after a fatty 
meal than did other oral contrast media. 

Animal experimental work has shown a 
wide margin of safety;'* however, Orabilex 
(bunamiodyl) is contraindicated in acute ne- 
phritis and uremia. Seventy per cent of the in- 
gested drug is excreted by the kidneys and 
30% is excreted by the gastrointestinal tract. 
This may be compared with Telepaque 
(iopanoic acid) which is excreted primarily by 
the gastrointestinal tract. 

Since several reports in the medical litera- 
ture recently stressed the advantages of buna- 
miodyl over other oral cholecystographic 
media, a comparative study was made in the 
Radiology Service at Walter Reed General 
Hospital. Alternate patients were given buna- 
miodyl (4.5 Gm.) and iopanoic acid (3.0 Gm.) 
with instructions as follows: 


1. Fatty meal at noon of day preceding examination. 

2. Fat-free supper at 6 p.m. 

3. Six tablets or capsules at 10 p.m. at 5 minute inter- 
vals with at least two glasses of water. 

4. No cathartic. Cleansing enema at 6 a.m. 

5. Omit breakfast. No fluids except one cup of black 
coffee or plain tea after 6 a.m. 


On the morning of the examination, the 
patients were questioned by a radiologist con- 
cerning side effects. All roentgenograms were 
independently interpreted by two radiologists. 

Of the 200 patients in this study, all clini- 
cally suspected of having biliary disease, 116 
were women and 84 were men. The age range 
was from 10 to 82 years with approximately 
65% 40 years of age or older. The results of 
the study are presented in tables 1 through 4. 


Gallbladder Visualization 
There was nonvisualization of the gall- 


bladder in 13 patients who were given the 


TABLE 1 
GALLBLADDER VISUALIZATION 


Visualization Orabilex Telepaque 


None 13% 10% 
Poor 3% 9% 
Fair 5% 18% 
Good 79% 63% 
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TABLE 2 
SIDE EFFECTS 


Symptoms Orabilex Telepaque 
None 75% 47% 
Mild nausea 10% 22% 
Moderate nausea 3% 2% 
Skin reaction 3% 1% 
Mild diarrhea 9% 25% 
Moderate diarrhea 0% 10% 
Vomiting 2% 1% 
Abdominal cramps 6% 25% 


standard dose of Orabilex. Seven of these 
patients received a double dose of contrast 
material, but only one showed visualization 
and apparently had a normal gallbladder on 
the second examination. There were 10 pa- 
tients with nonvisualization of the gallbladder 
in the Telepaque series using the standard 
dose, 9 of whom were re-examined with a dou- 
ble dose. Seven of the 9 patients had non- 
visualization of the gallbladder and the other 
2 were interpreted as normal. In the Tele- 
paque series, 27 patients were rated as having 
poor or fair visualization of the gallbladder, 
whereas only 8 of the Orabilex patients were 
in this category, indicating the tendency to- 
ward good opacification with a standard dose 
of Orabilex. 


Side Effects 


The total number of patients showing side 
effects with Telepaque was significantly larger 
than with Orabilex. These symptoms were 
largely gastrointestinal with cramps and diar- 
rhea being most frequent. None of the patients 
experienced severe diarrhea with a standard 
dose of either drug. Only one patient who 
received a double dose of Telepaque experi- 


TABLE 3 
DUCT VISUALIZATION 


Ducts Visualized Orabilex Telepaque 
None with fatty meal 4 15 
Cystic duct with fatty meal 30 18 
Common duct with fatty meal 14 5 
Cystic duct without fatty meal 6 5 
Common duct without fatty meal 1 1 
Total patients receiving fatty meal 34 33 

TABLE 4 
RESIDUAL IN COLON 
Residual Orabilex Telepaque 
Minimal 25% 15% 
Moderate 6% 23% 
None 69% 62% 


j 


enced severe diarrhea (10 stools in 12 hours). 
None of the patients given a double dose of 
Orabilex had severe diarrhea. Dysuria, which 
had been reported fairly frequently in other 
studies, was encountered only once in the en- 
tire study. Three of the four skin reactions 
consisted of mild urticaria which cleared rap- 
idly without treatment and the fourth patient 
had itching only. 


Duct Visualization 


Sixty-seven patients received fatty meals. 
Thirty-three had Telepaque and 34 Orabilex. 
The percentage of failure of duct visualization 
was higher with Telepaque than with Ora- 
bilex. A small number of patients in both 
series showed visualization of ducts without a 
fatty meal. During the course of the study, it 
became apparent that optimum visualization 
of ducts was obtained when films were made 
10 and 20 minutes following the fatty meal. 


Residual in the Colon 


Although a small amount of residual con- 
trast material in the colon is not objection- 
able, it occasionally interferes with gallbladder 
visualization. Table 4 indicates that the ten- 
dency is toward less residual with Orabilex, 
which might be expected since excretion of 
Telepaque is largely by the gastrointestinal 
tract, whereas 70% of Orabilex is excreted by 
the kidneys. 

Gallstones 


Of the 200 patients studied, gallstones were 
demonstrated in 16 in the Telepaque series 
and in 14 in the Orabilex series. Nine of these 
patients had partially calcified stones, while 
in 21 the stones were radiolucent. In each of 
the series, 8 patients with stones showed good 
visualization with contrast material. 
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Summary and Conclusions 


The literature concerning the new oral 
cholecystographic medium, bunamiodyl 
(Orabilex) is briefly reviewed and the results 
of our own comparative study of this substance 
and iopanoic acid (Telepaque) are presented. 
It shows that Orabilex causes fewer gastro- 
intestinal side effects and leaves less colonic 
residual, while producing better visualization 
of the gallbladder and bile ducts. It appears 
that of the currently available media, it best 
fulfills the criteria for ideal oral cholecystog- 
raphy. 
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Phenobutiodil: a New Cholecystographic Medium 


DONALD N. DYSART, M.D., and JOHN S. ALEXANDER, M.D.,t Temple, Tex. 


This new medium for visualization of the gallbladder will soon be marketed. 


The authors have had good results with its use. 


At Ciinic, 110 cholecystographic exami- 
nations have been performed using a new oral 
cholecystographic medium, phenobutiodil, 
soon to be marketed under the trade name, 
Vesipaque.* We have been impressed by the 
consistently excellent and good results ob- 
tained by its use and by the unanimous ac- 
ceptance of it by the patients. 

Phenobutiodil, which is chemically 1- (2:4: 
6:-triiodophenoxy) butyric acid, was synthe- 
sized in France by Redel, Maillard, and Cottet 
in 1954.12 It has a molecular weight of 557.9, 
and contains 68.2% of iodine. The oral lethal 
dose (LDs9) in mice is stated to be greater 
than 5 Gm. per kg., and the intravenous lethal 
dose is about 206 mg. per kg. It is eliminated 
in both the feces and the urine. The medium 
is supplied in tablets of 0.5 Gm. each. 


Materials and Methods 


A total of 109 patients (66 women and 43 
men) were involved in this study, with one 
patient being re-examined, making a total 
of 110 cholecystographic examinations using 
the medium. Ages ranged from 26 to 71 years, 
and weights from 94 to 252 pounds. During 
the same period of time 39 patients had 
cholecystographic examinations using iophe- 
noxic acid (Teridax), the medium we cur- 
rently are using in our department. Cholecys- 
tograms from patients receiving the latter 
were used in the evaluation and comparison 
of visualization of the gallbladder and bile 
duct. 


The dose of phenobutiodil used in the 
first 51 patients was according to the manu- 
facturer’s instructions and was 6 tablets (3 
Gm.) for those weighing 150 pounds or less, 
and 9 tablets (4.5 Gm.) for those weighing 
151 pounds and above. In the remainder of 


+From_ the Department of Radiology of the Scott and White 
inic, Temple, Tex. 


or supplied by Picker X-Ray Corporation, White Plains, 
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the study, a uniform dosage of 6 tablets was 
used regardless of the patient’s weight. Alto- 
gether, 35 patients received 9 tablets (4.5 Gm.) 
each, and 72 received 6 tablets (3 Gm.) each. 
Two patients received only 4 tablets (2 

Gm.) each,—one inadvertently, and the other 
because she weighed only 94 pounds. One 
patient lost a tablet, so ingested only 5 tablets 
(2.5 Gm.). The patients who received iophe- 
noxic acid (Teridax) were given a graduated 
dose according to weight: 

Under 125 pounds—4 tablets (3.0 Gm.) 

125-175 pounds—5 tablets (3.75 Gm.) 


176-200 pounds—6 tablets (4.5 Gm.) 
Over 201 pounds—7 tablets (5.25 Gm.) 


All patients were referred for gallbladder 
examination because of suspected biliary tract 
disease. The usual routine preparation was 
followed in all instances. All patients took 
their tablets at 6:00 p.m. the evening before 
the day of the cholecystographic examination, 
while eating a light, fat-free (fruit plate) sup- 
per. Nothing more was taken by mouth after 
10:00 p.m. The next morning between 8:00 
a.m. and 9:00 a.m., the first cholecystograms 
were obtained (14 to 15 hours after ingestion 
of the medium). After these cholecystograms 
were checked, an oral fat emulsion of coconut 
oil and sucrose (Ediol) was given to the first 26 
patients who took Vesipaque and to 20 who 
took ‘Teridax. Except for a few nonambula- 
tory patients who were given Ediol, all the 
remaining patients in this study had a break- 
fast high in fat content. The cholecystograms 
taken after the fat stimulus were obtained 
from 10 to 30 minutes after the fat-emulsion 
meal, and from 15 to 120 minutes after the 
high-fat breakfast. Projections included pos- 
teroanterior, oblique, upright, lateral decu- 
bitus, and other views as indicated. All pa- 
tients who took Vesipaque were questioned 
by one of the physicians in the Radiology De- 
partment regarding any side or ill effects 
which they may have noticed from the me- 
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TABLE 1 paque) were minimal, and are tabulated in 


VISUALIZATION OF THE GALLBLADDER 


Vesipaque Teridax 
Degree of 110 Cases 39 Cases 
Visualization (Percentage) (Percentage) 
Excellent 61 31 
Good 25 20 
Fair 8 ll 
Poor 1 15 
None 4.6 23 


dium. For the first 18 patients who took 
phenobutiodil (Vesipaque), urine specimens 
were checked for pseudoalbuminuria. 


Results 


The cholecystograms were evaluated and 
reported by only one of the radiologists. At 
the conclusion of the study all of the chole- 
cystograms were evaluated again by all of the 
radiologists. Knowledge of which medium had 
been used was not designated while the roent- 
genograms were being evaluated. Visualiza- 
tion of the gallbladder was classified as excel- 
lent, good, fair, poor, or none, and that of the 
bile ducts was classified in the same manner. 
This classification was based upon the density 
of the medium and the over-all diagnostic 
quality of the cholecystograms. Unavoidably, 
the personal factor always was present in the 
evaluation of these roentgenograms; when- 
ever the radiologists disagreed on any set of 
films, a conference was held and an agreeable 
classification was selected. The results of 
visualization of the gallbladder are tabulated 
in table 1, and of the bile ducts in table 2. 


Side Effects 


The incidence of side effects compares fa- 
vorably with that reported for the other media 
in common use.*:+ The reactions encountered 
in our patients who took phenobutiodil (Vesi- 


table 3. The mildness of these reactions was 
confirmed by the fact that almost invariably 
the reactions were admitted only after direct 
questioning. Our approach to each patient 
was that we were using a new type of tablet 
and that we were pleased with the results we 
were obtaining through its use. We stated that 
our reason for questioning them was to deter- 
mine if the tablets caused reactions or made 
them feel ill in any way. Following their an- 
swers the patients were asked specifically 
about the various reactions which are tabu- 
lated. An effort was made to differentiate the 
reactions from the patient’s original symptoms 
and to establish that these side effects were 
definitely attributed to the tablets. 


Discussion 


At the beginning of this study, we followed 
the manufacturer’s suggestion of using 6 tab- 
lets (3 Gm.) for all patients weighing 150 
pounds, or less, and 9 tablets (4.5 Gm.) for 
those over 151 pounds. The density of the 
medium in the gallbladder was so intense, 
however, particularly in the patients in the 
weight range between 151 and 180 pounds 
who took 9 tablets, that we doubted the abil- 
ity to visualize small radiolucent calculi. We, 
therefore, started using a uniform dosage of 6 
tablets (3 Gm.) for all patients. Satisfactory 
and diagnostic visualization was obtained even 
in the more obese patients who weighed over 
200 pounds. The patient who inadvertently 
received only 4 tablets (2 Gm.) weighed 162 
pounds, and visualization of his gallbladder 
was excellent. As experience in the use of this 
medium accumulates, the dosage might per- 
haps be adjusted further as we are now doing 
with Teridax. 

During the early part of this evaluation, we 


TABLE 2 
VISUALIZATION OF THE BILE DUCTS 


VESIPAQUE TERIDAX 
Pre-Fat Meal Post-Fat Meai Pre-Fat Meal Post-Fat Meal 
Degree of 110 Cases 106* Cases 39 Cases 38* Cases 
Visualization (Percentage) (Percentage) (Percentage) (Percentage) 
Excellent 0 5 0 0 
Good 0 12 0 0 
Fair 0 8 0 6 
Poor 2 25 0 16 
None 98 50 100 78 


*Some of the patients who had re-examinations did not have Post-Fat Meal roentgenograms made because the first roent- 
genograms on the re-examination permitted the diagnosis. 
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TABLE 3 visualization on the cholecystograms (Table 

SIDE EFFECTS 1). Nineteen of the patients (17.4%) showed 

some pathologic changes. Of these, function 

TERIDAX* of the gallbladder was not evident in 5 

Side Effect Patients Per cent Per cent (4.6%); 13 (11.9%) were found to have cal- 
culi, and one had an adenoma. Of the 5 pa- 
tients without a visible gallbladder on the 
Diarrhea i 10.9 31 cholecystograms, one patient’s gallbladder was 
— classified as nonfunctioning using Teridax 


*The figures on Side Effects for Teridax are taken from a 
previous study.® 

**The category ‘other’ includes headache, dizziness, vomit- 
ing, allergic phenomena, and miscellaneous reactions. 


used an oral fat emulsion as the fat stimulus 
meal so we could keep the patients in the de- 
partment and obtain roentgenograms at fre- 
quent and varying intervals. This was done to 
see if we could obtain visualization of the bile 
ducts more often. Of the 26 patients who were 
given the fat emulsion, the bile ducts were 
visualized in 13, 50 per cent. Of the remaining 
patients who ate a breakfast of high fat con- 
tent outside of the department, and for whom 
we had less control of the time at which chole- 
cystograms were taken, 44.9% had visible bile 
ducts. It seems from this experience that use 
of the fat emulsion stimulus would be desir- 
able to increase the number of visualizations 
of the bile ducts. 


The incidence of pseudoalbuminuria was 
checked in the first 18 patients who were ex- 
amined following ingestion of phenobutiodil. 
Twelve of these patients showed a trace of an 
albumin-like precipitate in the urine speci- 
mens submitted on the morning of the gall- 
bladder examination. Nine of these patients 
presented specimens which did not contain 
this precipitate on the following day. The 
other 3 patients’ specimens showed only a 
weak trace on the next day, and subsequent 
specimens were negative for this precipitate. 
This finding is not surprising because Vesi- 
paque is eliminated in both the urine and the 
feces. Previous articles have reported the pres- 
ence of this precipitate following ingestion of 
other gallbladder media.?:5.6 The only signifi- 
cance of pseudoalbuminuria is that a report 
of albuminuria in a specimen obtained on the 
morning after ingestion of a gallbladder me- 
dium may be a false-positive finding and, 
hence, of no clinical value. 

Following ingestion of Vesipaque, 86% of 
the examinations resulted in excellent or good 


(3.75 Gm.) originally, and also after re-exami- 
nation using 9 tablets of Vesipaque (4.5 Gm.); 
one patient had multiple calculi in the gall- 
bladder and an impacted calculus in the cystic 
duct, proved at operation; one’s gallbladder 
was Classified as nonfunctioning on two exam- 
inations using Vesipaque; one patient’s gall- 
bladder was considered nonfunctioning with 
Vesipaque on the first examination, but he 
did not return for re-examination; and the 
last patient’s gallbladder was classified as non- 
functioning with Vesipaque and, also, with a 
double dose of Teridax. 

One of the patients whose gallbladder was 
not visible following iophenoxic acid (Teri- 
dax) (3 Gm.) was re-examined following in- 
gestica of Vesipaque (3 Gm.). Visualization 
with the latter was excellent and a calculus 
was demonstrated. Another patient who had 
been examined with Teridax on two previous 
occasions without visualization of the gall- 
bladder had good visualization with Vesipaque 
(4.5 Gm.). One patient stated that she had 
been examined elsewhere, first with 6 tablets 
of iodopanoic acid (Telepaque) and then 
with 12 tablets of Telepaque, both times 
without evidence of a functioning gallbladder. 
When we examined her following the use of 
6 tablets of Vesipaque (3 Gm.), we were able 
to see a functioning gallbladder; but visuali- 
zation was Classified as poor. 


Gallbladder visualization following iophe- 
noxic acid (Teridax), in our small control 
series, was classified as excellent or good in 
51%, and fair or poor in 26% of the patients 
tested. Function of the gallbladder was not 
demonstrated in 9 patients (23%). Three of 
these had multiple calculi, and another, when 
re-examined with Vesipaque, as mentioned 
previously, showed excellent visualization and 
the presence of a calculus. Calculi were found 
in 7 patients (17.9%). 

Following Vesipaque, visualization of the 
bile ducts, table 2, was possible in 49 patients 


| 
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(46.1%). Usually, the bile ducts were seen on 
the cholecystograms following the fat meal, 
although in two instances faint visualization 
of the common duct was seen prior to the fat 
meal. In 4 patients the visualization of the 
ducts was excellent, and in 12 the visualiza- 
tion was good. In the remainder visualization 
was classified as fair or poor. Following Teri- 
dax, visualization of the bile ducts occurred 
in only 8 patients (20.5%). In 2 it was classi- 
fied as fair; and in the remaining 6 as poor. 
Pathologic changes were not seen in the bile 
ducts which were visualized. Our present 
opinion is that visualization of the bile ducts 
during routine oral cholecystography is a nice 
bonus, but that failure to visualize the bile 
ducts does not imply bile duct disease. We 
believe that significant disease of the bile 
ducts would manifest itself clinically and 
point to the necessity of intravenous cholan- 
giography which would be much more likely 
to give satisfactory visualization of these 
structures. 

Opaque residue in the colon was seen in 
only 5 patients, and in no instance did it 
interfere with visualization of the gallbladder. 
This residue occurred as small discrete densi- 
ties of about the same opacity as the medium 
which was present in the gallbladder. 

The reactions (Table 3) which occurred 
following the use of Vesipaque were very min- 
imal. Seventy-one patients (65.1%) did not 
have any reactions. Only an occasional patient 
stated at the beginning of the interview that 
he had noticed some mild reaction. The ma- 
jority of patients who had some reaction to 
phenobutiodil complained only after direct 
and specific questions. Many patients volun- 
teered the information that cholecystographic 
examinations had been performed previously 
following ingestion of a different kind of tab- 
let and that reactions of varying degrees had 
occurred, but that none was experienced fol- 
lowing Vesipaque. A significant difference 
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was not established in the number of re- 
actions which occurred in the patients who 
took 9 tablets (4.5 Gm.) of Vesipaque and 
those who took 6 tablets (3 Gm.) except when 
dysuria was mentioned. Of the 35 patients 
who had 9 tablets, 11 (31.4%) mentioned that 
they had noticed a slight dysuria. Of the 75 
who had 6 tablets or less, only 8 (10.7%) 
stated that they had noted slight dysuria. 


Summary 


A total of 110 cholecystographic examina- 
tions have been performed using a new me- 
dium, phenobutiodil, soon to be on the mar- 
ket. Visualization of the gallbladder has been 
consistently excellent or good, and satisfactory 
visualization of the bile ducts has occurred in 
almost one half of the patients. Side reactions 
have been few, and those which have occurred 
have been very mild. The patients’ acceptance 
of the medium has been most gratifying. A 
dose of 6 tablets (3 Gm.) appears to be the 
optimum dosage, although further evaluation 
may show a decreased dose may be adequate 
for the smaller patient. The incidence of 
opacities in the bowel has been very low. It is 
our opinion that as experience with this me- 
dium is gained, and comparative studies are 
made with the other cholecystographic media 
now in common use, this new medium will 
find an acceptable place in the technic of the 
cholecystographic examination. 
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Prolapse of the Iris in Senile Cataract 
Extraction and Its Prevention* 


PROFESSOR ERNST PFLUGER, as translated by 
CHARLES A. YOUNG, JR., M.D., Roanoke, Va., and 
HANS-GERHARD DIETTRICH, M.D.,+ Herrin, Ill. 


This is an historical note—a translation of the classic description of prolapse of the iris and its 
prevention during extraction of the cataract. The translators were so surprised at this original 
description and the fact that it had never been published in English that they believed 


this should be done, as appears below. 


Translators’ Preface 


IN CONSULTING MEDICAL LITERATURE written in 
the nineteenth century and before, we are 
often amazed at the authors’ keen observa- 
tions and insight. Most of us have so much 
“modern” literature to read, and so many 
activities in and out of medicine, that we neg- 
lect the bygone classics—especially those writ- 
ten in a foreign language. The result is an 
erroneous feeling that too great a part of our 
contemporary knowledge is of recent origin. 


While attempting to trace the beginning of 
the practice (now in general disuse) of ex- 
tracting the cataract before cutting the iris, 
one of us (C.A.Y.) was referred to Pfluger. 
Amazingly, this valuable classic had never 
been published in English. It is written in a 
style which caused one of us (H-G.D.) to 
remark at first glance: “This is poetry! Un- 
fortunately, it cannot be translated into Eng- 
lish.” 

To preserve some of the original flavor of 
the article, and whenever the author’s exact 
meaning was obscure, a literal rendition was 
used. We resorted to freedom of translation 
only when it was absolutely necessary. 

We wish to thank: Dr. Ludwig von Sallman, Chief 
of Ophthalmology, National Institutes of Health, for 
referring us to the article, and for translating short 
passages; and Dr. Frederick C. Blodi, Department of 
Ophthalmology, University of Iowa, who also helped 
with the translation, and who found a reference in the 
literature which apparently shows that Chibret (Re- 
cueil d’Opthth. 1884, p. 77) first mentioned cataract 
extraction prior to iridectomy. Finally, we would like 
to thank Miss Nora Lock, librarian, Institute of Oph- 
thalmology of the Presbyterian Hospital in New York, 


*Klin. Monastsbl. Augenh. 35:332, 1897. 
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for establishing the fact that no translation into Eng- 
lish of Pfluger’s article had ever been published. 


The Translation 


The argument of whether to do a simple or 
combined extraction would long since have 
ended and decided in favor of the first except 
for the occurrence of prolapse of the iris in 
many cases of simple extraction. 

Those who have done both procedures and 
compared them will, without hesitation, pre- 
fer the simple extraction in those cases which 
had no complications. 

The result: The obviously greater integrity - 
of the eye, except for the corneal scar which 
is visible only to the trained specialist, the 
perfect optical system, the less frequent, some- 
times almost absent, injection, the decreased 
incidence of irritation of the izis, the smoother 
and faster wound healing, and finally the 
almost complete absence of hemorrhage dur- 
ing operation, are all merits of this type of 
operation. The patients can be discharged 
earlier, sometimes on the sixth or eighth day. 

The reason I personally prefer the simple 
extraction is that I have never seen glaucoma 
following it. 

The relatively high incidence of glaucoma 
reported by Knapp is easily explained by the 
early secondary operation and could be 
avoided if this were omitted. 

The merit of the simple extraction on one 
hand, and the danger of iris prolapse on the 
other, explains why many surgeons have 
changed from one procedure to the other and 
back again. The real question seems to be 
which are the cases in which an iridectomy 
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must be risked since it cannot be omitted 
routinely without danger? 

The reports by Knapp give a true picture 
of the results of the simple extraction, while 
other reports mentioning 4%, 3%, or even as 
low as 1% prolapse of the iris make me 
skeptical. 

By the eclectic method alone, if in all cases 
of suspected prolapse, iridectomy were done 
immediately, iris prolapse would be reduced 
to a minimum. 

The question of prolapse of the iris, which 
is the black mark against simple extraction, 
has been studied very thoroughly and particu- 
larly by Parinaud and Nuel. The recogni- 
tion of the causative mechanism will lead to 
its prevention. 

The causes of prolapse of the iris: 

1. Hypermaturity or immaturity of the 
cataract 

2. Technic of the operation 

3. General health and reactivity of the 
patient. 

1. Hypermaturity makes a simple extrac- 
tion difficult if not impossible. If shrinkage 
of the capsule has reached the point where 
the zonule becomes defective, and vitreous 
appears right after section, then one must 
remove the cataract in capsule by spoon or 
loop. 

This extraction of the complete lens system 
is difficult with a round pupil and requires a 
cooperative patient. Two times I succeeded 
perfectly. Recently I managed an additional 
case successfully by grasping the thickened 
capsule with forceps, and exerting slow trac- 
tion, delivered the lens through an intact 
pupil after having freed posterior synechia 
with a dull hook. 

Cloudy or clear cortex which remains with 
the capsule can sometimes not be removed 
completely and frequently by its swelling 
cause prolapse of the iris. 

2. The return to the large-flap technic 
which begins with puncture and counter- 
puncture 1 mm. above the horizontal meridian 
and runs in the border of the transparent 
cornea, makes lens delivery easy. This is the 
sine qua non of simple extraction and was 
chiefly recommended in France. The smooth 
arc-shaped section, done with a sharp straight 
knife and avoiding sawing motion, most 
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safely prevents prolapse of the iris before 
completion of the section. 

Turning the blade forward to complete the 
section is an unpleasant but sometimes un- 
avoidable necessity when the iris threatens to 
fall before the knife. 

The most important thing is a generous 
opening in the capsule and the right maneuver 
for direct expulsion. Seldom will there be a 
need for capsule forceps and then only in 
cases with thickened anterior capsule. 

For expulsion of the lens one should strive 
to rotate it around its horizontal axis by ap- 
plying pressure directed posteriorly to the 
lower margin of the lens. It is not sufficient 
to rotate the lens only to such an extent that 
the upper part of the equator is not pressed 
against the peripheral edge of the corneo- 
scleral wound; the rotation must be enough 
to allow the lens equator—directed forwards 
—to pass the pupil within the eye. 

A very rigid sphincter sometimes forces one 
to give further mechanical help. The assistant, 
using a spatula, can retract the iris above the 
edge of the lens. Not infrequently the sphinc- 
ter will tear like the perineum during de- 
livery. This is not the most favorable circum- 
stance if one wishes to preserve a round 
pupil. 

A practical point of great importance is the 
speculum. Many years ago I gave up the 
spring speculum. The lids are held apart by 
the assistant, the upper one with a Desmarres 
retractor, as made by Weiss of London, the 
lower lid by the finger. Later I returned to 
the more easily removable type of speculum, 
especially the model of Noyes, modified by a 
spoon movable around an axis. The result of 
this change was unquestionably a decrease in 
the per cent of iris prolapse. The blepharostat 
controls the orbicularis more safely than the 
assistant’s hands and also keeps the lashes out 
of the way. 

It is necessary to clean the anterior chamber 
as well as possible from cortex because of the 
delayed swelling with greater danger of sec- 
ondary iris prolapse and secondary membrane 
formation. Sometimes, on the other hand, pro- 
tracted toilet of the anterior chamber will lead 
to blepharospasm. More than once I have 
seen a disastrous intraocular hemorrhage 
when I could not help feeling that it might 
have been avoided by shortening the opera- 
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tion and leaving lens debris behind. But 
hemorrhage is unpredictable anyhow. I saw it 
occur in an old man after a preliminary iridec- 
tomy of only 4 mm., and I also saw it 38 hours 
after an uncomplicated operation. 

3. The reactivity and general health of the 
patient plays an important role in intraocular 
hemorrhage and prolapse of the iris. The 
frightened spineless patient, who stops breath- 
ing and becomes tense despite all admoni- 
tions, can push out the iris leaving no hope 
for preserving a round pupil. Even the deep- 
est anesthesia does not protect against pro- 
lapse of the iris nor against postoperative 
hemorrhage a day or two later. Circulatory 
disturbances and chronic cough do not favor 
simple extraction nor do the unpredictable 
acute psychoses. 

Slow restoration of the anterior chamber, as 
Parinaud aptly stated, does not predispose to 
iris prolapse; with rare exceptions these cases 
do well with an excellent round pupil. Atro- 
pine favors re-establishment of the anterior 
chamber. Is it possible to avoid prolapse of 
the iris in the extraction of senile cataract 
with relative safety? This question can be an- 
swered, “Yes,” if simple extraction is prac- 
ticed in the eclectic manner and only with 
proper indications. The answer must be “No,” 
if one proposes to operate on all cases by the 
method. In the majority of cases it is prefer- 
able to attempt the preservation of the round 
pupil and let the lens be delivered through it;* 
afterwards iridectomy will frequently be 
necessary. Even so, iridectomy will not always 
protect against iris prolapse. A catholic nun 
had a very successful extraction with a round, 
but not quite small enough pupil which had 
a tendency to enlarge irregularly. After ob- 
servation I decided to do a standard iridec- 
tomy. During reposition of the pillars the 
wound began to enlarge slowly to 2 mm. and 
both pillars were forced against the wound, 
actually more thrown than pushed. The gap- 
ing of the wound made me fear an intra- 
ocular hemorrhage. I quickly closed the eye 
and applied the dressing. The case ended 
happily with only a prolapse of the iris. It 
could not have been worse if I had left a 
round pupil. But if a smoothly completed 


*This article is of more than passing interest to me, be- 
cause after using it ten years I am convinced that the iridec- 
tomy done last has several advantages and no serious disad- 
vantages in round pupil cases. (C.A.Y.) 
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simple extraction shows no tendency to iris 
prolapse, even when the patient repeatedly 
sits up in bed without dressing and without 
support, and if the anterior chamber is free 
of lens remnants, one can almost be certain 
the case will heal normally. If the pupil 
should not be immobile, or should it dilate 
irregularly, then iris reposition must be re- 
peated. If lens material remains on the cap- 
sule and if the general health of the patient 
does not allow him to be quiet, then there is 
always danger of iris prolapse. 

Should we here, just for security, perform 
a standard or larger size iridectomy or should 
one trust the frequently treacherous miotic? 
In all these cases—and this is the very essence 
of all my teaching—I have for years made a 
very basal peripheral iridectomy, sometimes 
with a broad base. The smallest iridectomy 
has proved to be excellent in a large num- 
ber of cases and has never failed me. I have 
never had a secondary iris prolapse. The small 
marginal hole in the iris allows aqueous to 
pass unimpeded if the wound separates at 
any point afterwards. It functions as a safety 
vent and achieves in a much safer way what 
Parinaud tried to do by retarded wound 
closure. 

The peripheral iridectomy added to the 
simple flap extraction combines the advan- 
tages of the simple with those of a combined 
extraction yet avoids its inconveniences. 

The pupil remains intact and usually be- 
comes smaller because of the relatively greater 
strength of the sphincter opposite the pe- 
ripheral iridectomy. Because of this one will 
have a better optical set-up than with the 
combined extraction; even somewhat better 
than with the completely undisturbed iris. 
The postoperative astigmatism is less. 

The somewhat inferiorly displaced upper 
margin of the pupil in combination with the 
hole in the iris gives some protection against 
the later development of glaucoma. For many 
years since doing this operation, not a single 
case of glaucoma has resulted. The healing 
of the wound after peripheral iridectomy 
progresses almost as smoothly and as free from 
irritation as would be the case in extraction 
without iridectomy, often almost without in- 
jection. 

Still the main advantage of this method is 
the prevention of incarceration of the iris. 
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Theoretically, a possible disadvantage could 
be diplopia, should the peripheral excision 
of the iris be larger and more central than 
intended. I have not yet seen such a case. 
If this should happen the two pupils could 
be easily made one by the use of scissors or 
a discission knife. The best one I know is the 
very narrow angled knife of Nicati which 
cuts extremely well. I have modified it and 
shortened it to avoid the danger of cutting 
too deeply into the vitreous. To counteract 
the argument of the theoretical danger of 
double vision I would like to mention that 
should the peripheral coloboma be too small, 
it could block off completely without signs of 
irritation. 

The technic of peripheral iridectomy de- 
serves brief mention. Usually the situation is 
this: the lens is delivered, the iris reposited (if 
it has not spontaneously retracted), the an- 
terior chamber is cleaned, the eye cleared, the 
fixation and speculum removed, the patient 
has sat up and passed the finger test for 
vision; then if the patient is dependable I 
forget about any new fixation of the globe. 
With the little finger of the left hand, I ele- 
vate the upper lid and direct a short straight 
iris forceps deeply into the direction of the 
iris root, engage a small peripheral piece of 
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it, pull it out of the wound and cut it off 
right at the forceps. 

If the patient is restless and moves, this 
small final procedure might cause much dif- 
ficulty and make refixation of the globe 
necessary. The restlessness of the patient 
causes a larger coloboma than intended. The 
objective of the safety vent is fulfilled by an 
extremely small coloboma, perhaps 2 to 3 
mm. wide and | to 1.5 mm. high. If it should 
be any larger it does not matter. I have never 
seen any trouble from it. 

My peripheral iridectomy differs essentially 
from that used for many years by Bell Taylor! 
and which he revived. I remove the iris after 
the extraction in only special cases making 
it as small as possible. 


Taylor, on the other hand, cuts the iris 
as the second act of the extraction so widely 
that the lens can move through this opening. 


My operation goes back many years and 
utilizes the peripheral iridectomy which | 
recommended for glaucoma simplex,? an op- 
eration which was recently proposed by Di- 
noux,? probably without knowledge of my 
previous work. 
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A Coordinated Approach to 
Prevention of Rheumatic Fever 


JEROME D. SHAFFER, M.D., and WILLIAM B. THOMPSON, M.D., 


Oklahoma City, Okla. 


This is a beautiful demonstration of how successful a cooperative effort may be in the 
prevention of disease. Case finding can only be done either through cooperation of this type or a 
public health agency. The prophylaxis or treatment of disease is then placed in the hands of the 


private physician. 


Introduction 


PREVENTION OF THE INITIAL ATTACK of rheu- 
matic fever was the aim of a pilot study 
devised to test and evaluate the following 
objectives. 

1. To devise a means of more effectively 
controlling the spread of beta hemolytic 
streptococcus (Sir. pyogenes) infection in 
school population. 

2. To culture those children absent from 
school with upper respiratory infections to 
pick up as early and as thoroughly as pos- 
sible, all infections due to Streptococcus 
pyogenes. 

3. To have those cultures reported to the 
patient’s private physician so adequate and 
complete therapy could be instituted against 
the streptococcal infections with the hope 
of preventing the nonbacterial complications 
of such infection, i.e., acute rheumatic fever 
and acute glomerulonephritis. 

4. To take cultures on those who came in 
contact with the children who had positive 
throat cultures so adequate prophylaxis or 
adequate treatment might be given for the 
Str. pyogenes infection by their own private 
physician. 

5. To work out the details of this type of 
procedure within a single school system 
through the cooperation of the school board, 
the school physician, the school nurse, the 
Visiting Nurses Association, and the State 
Health Department, under the direction of 
the Committee for the Prevention of Rheu- 
matic Fever of the Oklahoma State Heart 
Association. 

General Considerations 


The relationship of the Streptococcus pyo- 
genes to the’development of rheumatic fever 


is an accepted medical concept (Coburn,! 
Collis,2 Todd,? McCarty,* Stetson,5 Stoller- 
man,® Rammelkamp, Denny and Wanna- 
maker’). 


The present studies show that even the 
most competent physicians miss 20 to 40% 
of streptococcal infections. unless bacteriologic 
studies are routinely used in suspicious throat 
infections (Breese and Disney,’ Shaffer and 
Pfundt?). 

The younger the child, the higher the 
percentage of error of diagnosis without 
routine throat cultures because of the lack 
of classical symptomatology. These children 
with streptococcal infections will respond 
clinically with symptomatic improvement to 
routine therapy, but will not be protected 
against developing rheumatic fever because 
therapeutic blood levels will not be main- 
tained for at least 10 days. This is considered 
minimal protective therapy. 

By routine cultures on the school chil- 
dren in the home who have had an upper 
respiratory infection, whether sick enough to 
be seen by their private physician or not, we 
should be able to pick up a group of in- 
fections due to Str. pyogenes which would 
otherwise go unrecognized. Approximately 
3% of such streptococcal infections, if un- 
recognized or inadequately treated, will re- 
sult in rheumatic fever or glomerulonephritis. 
By reporting to their own physicians the 
results of these cultures, we would help to 
insure the children of getting adequate 
therapy for a long enough time to completely 
eliminate the streptococcus and prevent the 
nonbacterial complications. 

The monetary cost of diagnosis, hospitaliza- 
tion, and treatment of a single case of rheu- 
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matic fever can run into thousands of dol- 
lars over the course of years, and the cost of 
this type of preventive program should be 
considerably cheaper even discounting the 
human factors involved. 

Consideration was given to mass culturing 
technics for the children in entire rooms 
and grades when a positive culture was re- 
ported. This procedure was abolished be- 
cause of the numerous reports questioning 
the value of mass culturing as reported by 
Cornfeld and his co-workers.1° It was deemed 
more feasible and of greater potential value 
to work out a detailed routine for culturing 
the individual ill child through the coopera- 
tion of all the groups involved. Since the 
peak incidence of antibody response falls in 
the school age population between 6 and 
10 years, it was decided to limit this study 
to the first grade group of children who 
were getting their initial exposure to infec- 
tions spread in groups (this school system 
has no kindergarten). 


Public Relations 


All the interested health agencies were 
coordinated to cooperate in this study; it 
was necessary to convince the superintendent 
and school board that this cooperative effort 
was worth their consideration and that it 
would not disrupt the school routine. At 
numerous meetings, we worked out proce- 
dures with the superintendent, the school 
board and the participating health groups 
that would least interfere with normal school 
procedures. 


A special P.T.A. meeting was arranged 
for the parents of all the first graders to 
be included in this study. At this time a talk 
on the prevention of rheumatic fever and 
an explanation of the outline of the intended 
pilot study were given and all questions an- 
swered. The parents were given a copy of the 
American Heart Association’s pamphlet “Now 
You Can Protect Your Child Against Rheu- 
matic Fever.” The explanatory letter outlin- 
ing the groups cooperating and the manner 
in which the study would be conducted was 
distributed. 


Dear Parents: 

In order to try to prevent the complications from 
Beta Hemolytic Strep. infections which can affect 
both the heart and/or kidneys, your Heart Associa- 
tion in conjunction with your local school system 
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and Health Departments are culturing your child’s 
throat in order to rule out any possibility of a Beta 
Hemolytic Strep. infection. 


In untreated children or inadequately treated chil- 
dren with this infection, approximately 3% will 
develop complications affecting either the heart or 
kidneys. 

In order to prevent these serious complications, 
these cultures will be examined in the laboratory 
and your private physician will be called tomorrow 
afternoon on the results of this culture, if Beta 
Hemolytic Strep. is present. Please contact his office 
tomorrow PM for the results. If there is a strep. 
infection, your children should be treated by your 
physician to try to prevent these complications. 


With the Heart Association, your Putnam City 
Schools, City-County and State Health Departments 
all working together to practice prevention of the 
complication, we should be able to “Stop Rheumatic 
Fever” if you will cooperate. 

Thank you very much. 

Sincerely yours, 

The technic of throat culture was ex- 
plained, demonstrating what we hoped to 
learn by culture and how we hoped to be 
able to protect their children from the com- 
plications of streptococcal infections. The 
explanatory letter gave specific instructions 
to the parents to contact their own private 
physician for the report of the results of the 
individual throat cultures. 


After the third month of the study, a fol- 
low-up letter was sent to all the parents. By 
reviewing the results to date, we again 
stimulated their cooperation in helping us to 
obtain cultures of the children at the first 
opportunity when they became ill with an 
acute upper respiratory infection. Concomi- 
tantly, a progress report was made to the 
superintendent and the school board to 
stimulate their continued support of the 
project. 


Methods, Patients and Materials 


With the permission and cooperation of 
the Putnam City School Board and the su- 
perintendent of the Putnam City Schools, 
567 first grade pupils of this district were 
the subjects of this study. Starting the second 
week of school, the daily attendance records 
were reviewed for absentees and reported to 
the principal’s office. The school secretary 
reached the absentee’s parents to ascertain if 
the absence was due to an upper respiratory 
infection. If the child was ill the secretary 
asked the mother to take and record the 
child’s temperature. If no thermometer was 
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available the nurse recorded the temperature 
when she took the throat culture. The City- 
County Visiting Nurse made up an itinezary 
from the list of absent ill children. At the 
various homes, after taking the throat cul- 
ture, the statistical card was filled out (Fig. 1). 

Before leaving from these all-purpose home 
visits, the nurse left a copy of the original 
explanatory letter and also a treatment sheet 
(see below) which the private physician would 
have to complete if the child had a Str. pyo- 
genes reported in the throat culture. 

After all cultures were collected, they were 
transported to the laboratory to be planted 
and streaked the same day so results would 
be available on the following morning. Bac- 
teriologic diagnosis was done at the Bac- 
teriology Laboratory of the Oklahoma State 
Health Department directed by F. R. Hass- 
ler, M.D. Cultures were read, tabulated and 
all the individual physicians were notified 
by telephone before noon of any patient who 
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had a positive throat culture for Str. pyogenes. 

The names of all children with positive 
throat cultures were reported to the school 
principal and these children were not al- 
lowed to return to school without a state- 
ment from their physician saying the child 
had been adequately treated for the strep- 
tococcal infection. As a safety check, the visit- 
ing nurse returned the positive laboratory 
slips from the State Health Department to 
the school office so a record could be kept 
of those children with positive cultures. All 
absentees with positive cultures, upon their 
return with the physician’s signed statement, 
had another throat culture taken by the 
school nurse. The “progress” culture was 
then processed in the identical manner as the 
original culture. 


Results and Comments 


From the standpoint of community serv- 


If culture is Positive this must be completed before child returns to School. 


OKLAHOMA STATE HEART ASSOCIATION 


Rheumatic Fever Prevention Program 


To be Completed by Parent 


Name: 


Date of birth: 


Date of onset of illness: 


Date of first treatment: 


To be Completed by Physician 


1. Name: 


Date of release for return to school: 


2. Date and type of treatment: i.e., antibiotic and amounts. 


3. Was urine specimen checked? 


4. Urine report: Normal 

5. If abnormal: 
Sugar, Yes No. 
Protein, Yes No 
Casts, Yes No. 

6. Heart examination: Normal 


Yes No. 


Abnormal 
R.B.C. Yes, No. 
W.B.C. Yes. No 
Acetone Yes No. 
Abnormal 


If abnormal, could this be related to Rheumatic Heart Disease? 


8. Child may safely return to full activity in school with no damage to 


self or others. 


Physician’s 


Date: 


Signature. 
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FIG. 1 
RESPIRATORY ILLNESS RECORD Card No. 


1. NAME 2. AGE 3. SEX 
OF CHILD 

4. HOME 5. DATE FIRST 

ADDRESS ABSENT FROM SCHOOL 


6. NAME AND ADDRESS OF 
PRIVATE PHYSICIAN 


7. PHYSICIAN’S PHONE 
NUMBER 


| 8. NOTIFIED 


9. CHILD'S 
SYMPTOMS Symptom 


No | Symptom Yes | No 


(1) Sore throat 


(5) Nausea or vomiting 


(2) Headache 


{6) Pain on swallowing 


(3) Fever (give degrees ) 


(7) Subjective sore throat 


(4) Abdominal pain 


(8) Swollen or tender cervical glands 


10. HOW LONG HAS CHILD 
BEEN ILL? day(s) 


11. DATE THROAT 
CULTURE TAKEN 


12. RESULT BETA HEMOLYTIC STREP. POS. [) nEG. (1) 


OF CULTURE: OTHER ORGANISMS FOUND 


THE FOLLOWING SECTION OF THE RECORD IS TO BE COMPLETED WHEN A CHILD HAVING A POSITIVE THROAT CULTURE RETURNS TO / 


SCHOOL. 


13. DATE CHILD RETURNED 
TO SCHOOL 


14. DATE OF FOLLOW-UP 
CULTURE 


15. RESULT OF 
FOLLOW-UP CULTURE: OTHER ORGANISMS FOUND 


BETA HEMOLYTIC STREP. POS. O nec. Oo 


16. TREATMENT FOR BETA HEMOLYTIC STREPTOCOCCAL 
INFECTION AS ADEQUATE (J INADEQUATE [J 


17. EXPLANATION 


18. 
COMPLICATIONS Yes No 


TREATMENT AGEQUATE ? 


Expl 
No xplanation 


(1) Nephritis 


2) Carditis 


(3) Rheumatic fever 


(4) Rheumatic heart disease 


Throat Cultwe Pilot Study 


ice, many people in the school district have 
benefited from the rheumatic fever program. 
From a monetary evaluation, no specific dol- 
lar value can be ascribed to the nursing serv- 
ice rendered the 305 families that were served. 
Due to lack of information, misinterpretation, 
or lack of understanding, this program found 
some opposition from parents and physicians 
in the early stages. This attitude of skepticism 
and disapproval gradually changed into one 
of cooperation and appreciation for the serv- 
ice, as the benefits of the service were demon- 
strated. One of us (J.D.S.), served as a free 
consultant to any of the physicians having 
problems in eradicating the streptococcal in- 
fection in any child. 

During the school year 1958-1959, 567 chil- 
dren in the first grade had 305 individual 
absences due to upper respiratory infections. 
The results tabulated from the cards on re- 
spiratory illness were evaluated statistically by 
Mrs. Margaret Shackleford, State Department 
of Health Statistician. Of the 567 children 
in the first grades, 262 (46.2%) had no upper 
respiratory illness during the school year; 
205 (36.2%) had one upper respiratory ill- 
ness, 83 (14.6%) had two, 13 (2.39%) had 
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three, 3 (0.5%) had four, and one child had 
six such illnesses during the school year. 

Of the class, 305 children, or 53.8%, had 
upper respiratory infections. One hundred 
and fifty of the children with upper respir- 
atory infections, representing 49.2% of those 
ill, did not have Str. pyogenes infections. One 
hundred and thirty-nine or 45.6% of those 
ill with upper respiratory illnesses had one 
positive Str. pyogenes infection; 14 children 
(4.6%) had two such infections, 3 Str. pyo- 
genes illnesses were reported in 2 children or 
0.6 per cent. There was no statistically sig- 
nificant difference between the length of time 
of illness at the time the culture was taken 
between those with or without Str. pyogenes 
infections. Both groups averaged 1.62 days ot 
illness when the culture was taken. 

Four symptoms were found to be statistical- 
ly significant in this study: (1) sore throat, 
(2) fever, (3) pain on swallowing, and (4) 
swollen and tender cervical glands. This cor- 
relates quite closely with what has been ac- 
cepted in the past as the classical clinical 
triad for streptococcal sore throat, i.e., pain 
on swallowing, tender or swollen cervical 
glands and fever (Table 1). 


68 Vv 
| ; 
—— 
| — |_| 
Sv 
N 
ca 
sig 
ir 
A 
cc 
th 
m 
ir 
F 
be 
| th 
cl 
bi 
of 
tk 
ti 
Ww 
re 
to 
i tr 
gr 
ci 
di 
| ti 
| Pp 
| be 
sh 
fe 
ii 
fii 
i 
i 
| 


VOLUME 54 


TABLE 1 


STATISTICAL SIGNIFICANCE OF IN 
OCCURRENCE OF SYMPTOMS, PUTNAM 
FIRST GRADE SCHOOL YEAR, 1958- 1959 


Per Cent Having Specified Symptoms 


Str. Str. Statistical 
Pyogenes Pyogenes Significance 
Symptoms Positive Negative of Difference* 
Sore throat 88.4 74.5 H.S. 
Headache 45.7 41.2 N.S. 
Fever 75.1 58.8 H.S. 
Abdominal pain 32.4 37.6 N.S. 
Nausea or vomiting 22.5 22.7 NS. 
Pain on swallowing 52.6 39.6 HS. 
Subjective sore throat 41.0 34.9 N.S. 
Swollen or tender 
cervical glands 69.9 59.2 Ss. 


*N.S.—Not significant at 5% level 

S.—Significant at 5% level 

H.S.—Significant at 1% level 
Notes on interpretation— 

The three symptoms significant at the 1% level are sore 
throat, fever, and pain on swallowing. Swollen or tender cervi- 
cal glands are significant at the 5% level. All others are not 
significant. 


Of the 173 illnesses with original positive 
streptococcal infections, the first follow-up 
culture on return to school was still positive 
in 47 children or 27.2% of the illnesses. 
Adequate treatment to prevent nonbacterial 
complications was given to 126 or 72.8% of 
these 173 children. Adequacy of treatment 
was defined as a method of therapy recom- 
mended by the American Heart Association 
in the pamphlet, “Prevention of Rheumatic 
Fever and Bacterial Endocarditis.” The num- 
ber of positive cases receiving inadequate 
therapy by these standards was 47. These 
children eventually received enough anti- 
biotic therapy to give bacteriologic clearing 
of their throat cultures. It is a coincidence 
that this is the same number that had posi- 
tive follow-up throat cultures; however, they 
were not the same 47 children. A wide rep- 
resentation of private physicians, chiroprac- 
tors through Board Certified pediatricians, 
treated those ill in this group of 567 first 
graders. Seventy-eight different private physi- 
cians were the family doctors for these chil- 
dren. 

In 173 children having one or more posi- 
tive throat cultures for Str. pyogenes, an ex- 
pected incidence of rheumatic fever would 
be 5 or 6 cases. In this study the results 
showed not a single case of acute rheumatic 
fever. One child had acute glomerulonephritis 
when seen by her private physician at the 
first visit after the report of the positive 
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throat culture; therefore, this child was ill 
with sub-clinical nephritis when kept out of 
school and the original throat culture taken. 
By the parent’s own statement, the child had 
been ill for a week end two and a half weeks 
before the original culture was taken. (We 
thank Dr. Ralph Smith for allowing us to 
examine this patient and interview the par- 
ents.) 

A number of groups derived benefits from 
this study: 

1. The Oklahoma State Heart Association 
secured information and data that has helped 
evaluate and develop future programs in 
rheumatic fever control and health education. 

2. Administration and teachers of the Put- 
nam City School District found that: 

a. Service of this kind can function in 
the school without disrupting the 
routine school program. 

b. Teachers and parents have developed 
more respect for the “common cold” 
and the importance of keeping chil- 
dren out of school when they have a 
“cold.” 

c. Teachers have learned the value of the 
home nursing visit by a public health 
nurse to the school, the family and 
the child. 

d. Teachers have learned to accept more 
responsibility for health inspection in 
maintaining good health in their 
school rooms. 

8. The State Health Department has se- 
cured data that will be helpful in determin- 
ing health practices and standards in Okla- 
homa. 

4. The City-County Health Department has 
also obtained this information to use in di- 
recting their own local program development. 

5. The Visiting Nurses Association, a vol- 
untary agency, has gained by being able to 
demonstrate the value of home visits to school 
children by qualified nurses under nursing 
supervision and medical direction. 

a. All purpose home visits, i.e., family- 
centered regardless of the reason for 
the visit. 

b. Use of nursing skills and knowledge 
to fuller potential. 

c. Cooperative planning and execution of 


a community program based on the 
school. 
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d. Utilization of existing programs and 
agencies, both educational and service, 
for demonstration of service purposes 
so the evaluation of these programs can 
contribute to improve future planning. 

6. The family visited received the greatest 
benefit. The main purpose of the home visit 
was to obtain a throat culture on the first 
grader with the upper respiratory infection. 
The nurse was also able to give additional 
service such as interpretation of the purpose 
and objective of the program of throat cul- 
ture, the teaching of prevention of disease, the 
encouragement of early immunization against 
other diseases, and to counsel with the par- 
ents about family health problems. 


Conclusions and Summary 


1. Rheumatic fever can be prevented in a 
school age population by the practical co- 
operative method demonstrated in this study 

2. One hundred and seventy-three positive 
streptococcal cultures were found in 567 chil- 
dren in this selected school group. 

3. One hundred and twenty-six (72.8%) 
were given adequate therapy according to 
American Heart Association standards. 

4. Forty-seven (27.2%) received initially 
inadequate therapy, but even these were even- 
tually given enough antibiotic therapy to clear 
their throat cultures. 

5. No cases of acute rheumatic fever de- 
veloped in this group although a minimum 
of 5 cases would have been anticipated. 

6. One case of pre-existing acute glomerulo- 
nephritis was discovered. 

7. This procedure worked out so efficient- 
ly that it is applicable to entire school popula- 
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tions if one can orient and educate the popu- 
lation to the values of prevention in medicine. 


8. Cooperation among all participating 
groups and agencies is the key to prevention 
of rheumatic fever. 
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An Audiologic Evaluation of Patients 
in a Hospital for the Chronically Ill 
BERT THORNE, M.A.,t Baltimore, Md. 


Rehabilitation of the disabled older person is becoming an increasingly important aspect of medical 
care. In this process ability to communicate with others is certainly helpful. This fact points up 
the need of determining the degree of loss of hearing if present, and what can be done about it. 


EsTIMATES FOR 1954 by the United States Pub- 
lic Health Service! indicated that there are 
14.5 million persons from 14 to 65 years of age 
with some chronic disease or impairment. Of 
these about 3.2 million are totally disabled. 
The other 11.3 million are those who are 
handicapped but who are capable of rehabili- 
tation. An interesting commentary on the 
growth of this problem is shown by the num- 
ber of people becoming chronically ill at vari- 
ous ages.2 At the age of 30, 6 of every 1,000 
are chronically ill or invalided; at age 40, 10; 
at age 50, 15; age 60, 28; and at age 70, 50 
persons per thousand are chronically ill or 
invalided. 

In the plan for rehabilitation of the chroni- 
cally ill, the problems of hearing and speech 
have not generally been considered as immedi- 
ate needs. Little account has been taken of the 
hearing abilities or capabilities of the hospi- 
talized chronically ill and even less provision 
made for their aural rehabilitation. However, 
it is this type of patient, whose personality and 
physical well-being having been affected, who 
has a great need for facility in communication 
and must be recognized if rehabilitative pro- 
cedures are to progress to their maximal ef- 
fect. 


The present study describes the results of 
hearing tests conducted on patients in a state 
hospital for the chronically ill. The purpose 
is to point up the need for aural investigation 
and rehabilitation. 

The results were obtained by means of pure 
tone air-conduction threshold tests. These and 
other tests are now part of the routine evalu- 
ation of the fitness of patients in this hospital. 


+From the Audiology and Speech Service, Division of Oto- 
Jarvngology, University of Maryland Medical School, and the 
Ciinic for Aural Rehabilitation, Montebello State Hospital for 
Chronic Diseases, Baltimore, Md. 


Literature 


In 1929, Bunch? conducted a series of audio- 
metric tests on a large number of hospitalized 
patients which indicated a marked decrease in 
acuity with advancing age. Similar tests by 
Montgomery,‘ in 1932, on nonhospitalized per- 
sons produced similar results. In the series 
reported by Montgomery, however, the de- 
cline in sensitivity of hearing was less marked 
from one decade to the next than in the hospi- 
talized persons. 


As with previous surveys, results of the 1954 
Wisconsin State Fair Hearing Survey® indi- 
cated that the rate of increased hearing loss is 
higher at the higher frequencies. This effect 
can be demonstrated, by large samples of the 
population, as starting at about the age of 30 
and becoming increasingly noticeable with 
each succeeding decade.® 

The Survey® also noted that with each ten 
year increase in the age of men, the median 
loss at 6,000 cps. (cycles per second) increases 
10 db. (decibels), and at 500 cps. approxi- 
mately 3 db. This loss is more gradual for 
women in the early years, while in later years 
the reverse is true. The progressive loss of 
hearing owing to increasing age is termed 
presbycusis. 

As the life expectancy has gone up, the num- 
ber of elderly persons with problems in com- 
munication has also increased. It has been 
pointed out by Bordley,’ however, that the 
measure of a hearing problem lies in the indi- 
vidual and the variable aging process and not 
in the passage of years. Fowler® emphasizes 
this point by noting that there are many pa- 
tients in their late seventies and some in their 
eighties who reveal no more than a 10 db. loss 
at any frequency. 

Sataloff and Merduke® found little correla- 
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tion between hearing and age after 65 years. 
It has been estimated by Wilkinson!® that 
about 6% of men and women of the total 
population between 65 and 74 years of age 
suffer from defective hearing. The site of the 
changes which cause presbycusis is said to be 
both peripheral and central with no correla- 
tion between severity of degeneration in the 
two areas. 

Many of the patients whose hearing was 
tested for this study were over 40 years of age. 
Also included in the study were some who 
were classified as having brain damage with 
or without aphasia. Street! states that 80 out 
of 90 aphasic patients whom he tested had loss 
in hearing. He also noted that the incidence 
of moderate to severe loss was less in the trau- 
matic group than with the cerebral vascular 
or tumor group. 

No comparative description of the hearing 
status of the chronically ill has been noted in 
the literature. It might be supposed that this 
sample may be atypical as compared to a gen- 
eralized hospital population or nonhospital 
group of people. The chronically ill patients 
have had prolonged organic disabilities and 
somatopsychic strains. The accumulation of 
degenerative changes in a lifetime of stress 
may affect the rate of loss of hearing in many 
ways: by recurrent and continuing emotional 
episodes, drugs and antibiotics, infections, 
trauma, shock, endocrine imbalance, vitamin 
deficiencies, emboli, hypoxia, and many other 
disorders.§ Such continuing assault on the ner- 
vous system and psyche of these patients 
makes this population worthy of investigation 
from many points of view, hearing being one 
of them. 

Materials and Procedures 


The subjects were 294 chronically ill pa- 
tients being treated at the Montebello State 
Hospital, in Baltimore. Of the 294 patients 
(mean age: 56.25 years), 130 (mean age: 52.27 
years) were male and 164 (mean age: 60.24 
years) were female. The total group ranged in 
age from 20 to 89 years and were divided into 
groups by decade for analyses. There were 5 
patients below 20 years of age and 2 above 90 
years of age who were eliminated from the 
study due to the paucity in group numbers. 

All patients were given individual pure tone 
threshold air conduction tests (250 through 
8,000 cps. by octave steps) on a calibrated 
audiometer by the audiologist in a quiet room 
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within the hospital. Since some of the patients 
were senile, brain injured, or aphasic, each 
patient was tested for his understanding of the 
test situation. Patients who were unable to 
understand the test situation were excluded 
from testing. Patients were also eliminated 
from the study if their performance varied 
more than 5 decibels on a test-tone check of 
reliability at the end of the test. 

The data in this study is presented to give a 
picture of the needs of the chronically ill pa- 
tients at Montebello State Hospital which may 
be representative of the needs of this type 
population in similar hospitals. These data 
are presented in mean thresholds and are com- 
pared on the bases of responses by the right 
and left ear and on combining the total hear- 
ing response of the two ears. 

Obviously, the results are restricted by the 
sampling bias, such as age distribution (the 
chronically ill tend to be older as a group) 
and selectivity of subjects (their physical dis- 
abilities). 

In comparing the results of this study with 
those of other surveys, we note a bias which 
gives greater emphasis to the present results. 
Glorig and Wheeler!? have pointed out that 
subjects used in surveys by hearing tests vol- 
unteered probably because they thought they 
had a hearing loss which should be tested. As 
a consequence, according to O’Neill and 
Grimm,}* the results are weighted by indivi- 
duals with impaired hearing. Subjects used 
in the present study were, of necessity, selected 
because of a chronic illness and not because 
of a hearing disability. 


Results 


Figure 1 represents the distribution of the 
mean hearing loss for the combined total (588) 
of the right and left ears for all patients. As 
expected, there is an increasing high frequency 
loss with increasing age. As compared to the 
curves drawn by Bunch,’ figure 2, for the 
hearing of a general hospital group, it can be 
seen that the chronically ill of this study, as a 
group, have poorer hearing at each age level 
and for each frequency. 

Compared with the graphs from the Wis- 
consin State Fair Hearing Survey-1954,5 it can 
be observed that the chronically ill have, with 
the exception of 4,000 cps. the greater deficit. 
This difference is more noticeable in the earli- 
er years. When the responses by the left ear 
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of the chronically ill male patients of the 
present study, figure 3, are plotted against 
the results in the male population of the Wis- 
consin Survey, figure 4, the greater loss in the 
former becomes apparent. This result be- 
comes more significant if the sampling bias 
of the survey is remembered. 

The element of presbycusts is shown in table 
1 to start with the outer ranges of higher fre- 
quency and, excepting the 4,000 cps. dip, 
gradually work inward toward the middle and 
lower frequencies with advancing age. Schuk- 
necht!# has shown that in many cases of pres- 
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bycusis there is a progressive deterioration of 
the end organ which starts at the extreme 
basal end of the cochlea. 

For this group it appeared that it was in the 
fourth decade that the total range of hearing 
had become involved in this process of desensi- 
tivity. The rise and fall from tone to tone 
during the earlier decades may indicate that 
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TABLE 1: 
CYCLES PER SECOND 
[Decade] age 500 1000 2000 8000 
T 
j 20-29 | 25 | 14a | 21.4 | 13.0 | 16.0 | 14.6 
1 | 30-39 | 21 | 17.4 | 15.4 | 16.7 | 23.6 | 26.0 
40-49 44—«|s«16.9 | 12.8 | 18.3 | 30.5 | 26.9 
50-59 64 | 21.9 | 22.0 | 30.8 | 46.9 | 42.0 
7 {60-69 | 78 | 22.3 | 21.7 | 20:1 | 45.6 | 
8 | 70-79 | 54 | 28.7 | 30.5 | 43.3 | 59.1 | 63.9 
9 | 40.6 | 56.3 | 60.6 | 73.8 | 68.8 


Table 1. Mean threshold responses for the left ears of all 
chronically ill patients by decades. Shaded areas 
greater than 30 db. 


factors other than age appear to dominate and 
influence the response. 


At the sixth decade, the first signs of con- 
sistent invasion of the 2,000 cps. tone of the 
speech range at the depth of 30 db. is evident, 
and by the ninth decade there is total depres- 
sion at all frequencies below the level of 30 
db. It may be surmised that the physiologic 
conditions that led to the hospitalization of 
the patient may be considered a factor in the 
total results. 

Table 2 indicates that hearing losses were 
found to be consistently greater in the left ear 
than in the right ear, that the response of the 
left ear also appeared more variable from tone 
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to tone than those of the right, and that there 
was numerically more hearing loss on the left 
side. 

There were 96 patients with a right ear loss 
which was 15 db. or more in the speech fre- 
quencies, and 122 with a similar loss for the 
left ear. Of the patients, 37.3% had a bilateral 
hearing loss of 15 db. or more in the speech 
frequencies. Notably, 20% of all patients had 
a unilateral right hearing loss of 30 db. or 
greater and 26.5% had a similar loss for the 
left ear. Of the total number of patients, male 
and female, 15% had a bilateral hearing loss 
of 30 db. or greater. The percentages of hear- 
ing loss far exceed the quoted 1 to 3% inci- 
dence of hearing loss found in the adult 
population, or the estimated 5% incidence of 
hearing loss found in a population of school 
children.!8 

Glorig and his colleagues,® in testing a sam- 
ple of 3,500 persons ranging in age from 10 to 
79 years of age, found significantly more losses 
for the left ear than for the right. This was 
unrelated to sex or handedness. Similar find- 
ings are shown by Kodman® for school chil- 
dren. 

Conclusion 


The chronically ill patients at a state hospi- 
tal for chronic disease in general appear to 
have a greater number of hearing losses, and 
of greater severity, than a group in a general 


TABLE 2 
CYCLES PER SECOND 


Decade|| Age 250 500 1000 2000 4000 8000 

R OL R | R | L R | L 
3 || 20-29 13.2.9 G9) 6.2 7.4 10.6 9.4 
4 || 30-39 18.5.9 12.9| (7.9) 10.0 16.7 | 20.0 23.0 
5 || 40-49 16.5 16.5 4.3/6.9 9.5 13.4 @ 20.2 21.1 
6 | 50-59 | 23.4) 23.4 19.5 19.8 25.1 39.1 39.1 

| 

7 | 60-69 2.1 19.0 | 2.3) 20.8 26.9 42.3 48.2 
8 | 76-79 ft 27.1 @) 25.2 26.3 37.1 55.3 63.8 63.9 
9 | 80-89 || 34.4 36.9 48.1 56.9 73.1 @2.3 68.8 


Table 2. Mean threshold comparisons of right and left ears. The greater relative loss of 
hearing is circled. 
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hospital or a nonhospitalized adult popula- 
tion. This greater incidence and severity of 
loss of hearing shown in the present study may 
be due to the age distribution of the subjects, 
to the total number of patients used in the 
study, and/or to their disabilities and stress 
in life. 

The high incidence of loss of hearing sug- 
gests that audiometric investigation should be- 
come routine at hospitals for the chronically 
ill and, due to the severity in loss of hear- 
ing, a suitable aural rehabilitation program 
through medicine and/or hearing aids be in- 
stituted for the approximately 15 in 100 
patients who will need some suitable aural 
assistance. 

Summary 


Two hundred and ninety-four chronically 
ill patients were given pure tone audiometric 
examinations and the results tabulated for the 
right, left and for both ears. It was found that 
chronically ill inpatients have a greater inci- 
dence of bilateral hearing loss (15%) of 30 db. 
or more, and loss of hearing to a greater degree 
than the population of a general hospital or 
the nonhospitalized adult population. The 
left ear is shown to have more and greater loss 
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of hearing than the right. An aural rehabili- 
tation program is suggested. 
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‘Transmission of Venereal Diseases 
through Homosexual Practices 


E. RANDOLPH TRICE, M.D., and FRED A. CLARK, JR., M.D., with 
‘Technical Assistance of: LOUIS W. HINE, B.S., EDWARD H. SHARPE, BS., 
and JAMES L. BYRD, B.S.,f Richmond, Va. 


Venereal disease due to homosexual practices has always been found in the venereal disease clinic. 
The present disproportionate incidence over disease in the heterosexuals may merely represent 
a hidden reservoir tapped by epidemologic investigation. The finding of coincident granuloma 
inguinale in two homosexuals is of interest because of its low infectiousness and/or un- 


certain transmission by sexual contact. 


‘THE TRANSMISSION of venereal diseases through 
homosexual practices appears to be a prob- 
lem of increasing importance in our com- 
munity! and in other sections of this nation 
and Canada.?3 Kinsey and associates esti- 
mate that 37% of the total male population 
have some homosexual experience at some 
time between adolescence and old age. Lar- 
sen? and our group! have shown that homo- 
sexuals generally are more promiscuous than 
the average heterosexual male. If these re- 
ports are accurate, then it would not be un- 
reasonable to expect a high percentage of 
venereal infections to occur in homosexual 
individuals. 

The difficulties attendant to arriving at ac- 
curate figures of the incidence of venereal 
disease in homosexuals are obvious. Both the 
diagnosis and epidemiologic investigation of 
these sexual deviates require special technics 
in management. We wish to report on find- 
ings in regard to venereal diseases in homo- 
sexuals, recognized and treated in the Vene- 
real Disease Clinic of the Health Department 
of the City of Richmond for the year 1959. 


Gonorrhea in Homosexuals 


The magnitude of the problem of venereal 
diseases in homosexuals was manifest here 
in the closing months of 1958 when a 24 
year old Negro was seen with both primary 
syphilis (penile chancre) and acute gonor- 
rheal urethritis. In the course of the investi- 
gation of this patient, 7 males and 3 females 


+From the Venereal Disease Clinic, Health Department, 
City of Richmond, and the Department of Dermatology and 
Syphilology, Medical College of Virginia, Richmond, Va. 
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were named as contacts (Fig. 1). The 3 fe- 
males were located, examined, and presumed 
to be free of infection. Five of the male con- 
tacts were located and 4 were diagnosed as 
having early infectious syphilis, and the fifth 
was given treatment on an epidemiologic 
basis. One of the contacts of the original 
patient, (No. 2) in figure 1, named 4 male 
contacts, and one of these, (No. 3) in figure 
1, had both syphilis and acute gonorrhea. Of 
his contacts, 3 females were found to have 
gonorrhea. One of these females, (No. 4) in 
figure 1, and a male contact also had early 
syphilis. In all, 5 patients with gonorrhea 
were brought to treatment and 10 individuals 
given “epidemiologic” (or prophylactic) treat- 
ment as the result of the investigation of the 
original patient. 

During 1959, 440 male patients were 
treated for acute gonorrhea in this clinic. Of 
this group 30 (7%) were known homosexuals. 


Early Infectious Syphilis in Homosexuals 


In 1959, early infectious syphilis was diag- 
nosed and treated in 53 individuals, of which 
35 were males. Of the 35 male patients, 20 
or 57% were known homosexuals. 

Figure 2 illustrates some of the epidemio- 
logic features found in the investigation of 
3 of these individuals (A, F, and G in Fig. 2).* 

An 18 year old Negro with primary syphilis 
(A in Fig. 2) was referred to the clinic by a 
private physician in April 1959. This patient 
named 6 male contacts (passive homosexuals), 


*A portion of this investigation has been published pre- 
viously.* 
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FIG. 1 


WBcovcit To (GC) cticR A > Dees Syphilis 


Epidemiologic investigation of a patient (No. 1) with gonorrhea. 


who were located and examined. Three of 
these were found to be free of infection, but 
the other 3 had serologic evidence of early 
syphilis. Any of these 3 actually may have 
had primary syphilis of the rectal mucosa, 
since pederasty was the method of sexual con- 
tact admitted by most of these individuals. 
Rectal examinations were not performed rou- 
tinely when there was serologic proof of in- 
fection. One patient (B in Fig. 2) named 29 
recent male “contacts.” Eight of these (desig- 
nated by solid line in Fig. 2) were admitted 
sexual contacts, and 21 were cluster contacts 
named by the patient as casual associates. 
Twenty-seven of the 29 were located and ex- 
amined. Three of the “cluster contacts” (C, 
D, and E in Fig. 2) were found to have early 
syphilis (untreated); another was already un- 
der treatment in the clinic, and 9 other se- 
lected individuals were given prophylactic 
treatment when the magnitude of the chain 
of infection became evident. The chart illus- 
trates similar results from investigations of 
the other contacts named by the original 
patient. 


Individuals F and G in figure 2 were pa- 


tients with early syphilis seen during the same 
period but not named by any individuals 
in the original chain of infection attributed 
to patient A. However, the association be- 
tween the chains may have been greater than 
a mere time coincidence. 


From this investigation, 20 males and one 
female were found to have early syphilis. 
Seven had primary syphilis, 4 had secondary 
syphilis, and 10 were diagnosed as having 
early latent syphilis. In addition, 20 males 
and 2 females were given prophylactic treat- 
ment in an attempt to interrupt the chain 
of infection. 


Granuloma Inguinale 


Granuloma inguinale was positively diag- 
nosed in 2 individuals in this clinic in 1959. 
Both were homosexuals, and both had genital 
lesions from which Donovan bodies were 
readily demonstrated. These patients (desig- 
nated X and Y in Fig. 3) were seen and diag- 
nosed several months apart. Neither named 
the other as a sexual or cluster contact. How- 
ever, the 2 named one common contact, a 
female (Z in Fig. 3). Contact Z was located 
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Epdenislegy by 
Byrds Shorea 
Epidemiologic investigation of 3 patients (A, F and G) with primary syphilis. 


. FIG. 3 and examined. Although no suspicious lesions 
pe x z y were found, she was hoarse and a thorough 
— laryngologic examination was planned but, 
unfortunately, she became lost to further 
‘ q 4 follow-up. In retrospect the question of fellatio 


was raised, and the possibility of oral trans- 
mission of the infection from contact Z to 
oe patients X and Y was considered. She had 


ToR (GL) ete Re Wop been given “epidemiologic” treatment with 5 


Gm. of a tetracycline before she disappeared. | 


granuloma inguinale. 


W Ma Wr Patient X named, in addition, a male and 2 
i ' . other female contacts who were not found to 
it Epidemiologic investigation of 2 patients (X and Y) with be infected. 
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Discussion 


Appraisal of the aforementioned data brings 
to light several notable considerations. 

First of all, it may be that the high inci- 
dence of transmission of venereal diseases by 
homosexual practices is not a new one, es- 
pecially if Kinsey's estimate of the frequency 
of homosexual activity is correct. Rather, it 
seems probable that this incidence had been 
brought to light simply by more intensive 
epidemiologic investigation, and an increased 
index of suspicion on the part of the clinician. 
There is no reason to believe that other 
communities do not have a similar high 
incidence of venereal diseases transmitted 
through homosexual practices. This possibil- 
ity was recently advanced by Wells, Kierland, 
and Jackman in their report on rectal 
chancre.® 

The figure of 7% of gonorrhea in males 
occurring in known homosexuals is probably 
lower than the true incidence. The figure 
of 57% for syphilis in males may be a more 
accurate indication of the incidence of vene- 
real diseases transmitted by perverted sexual 
behavior. 

The diagnosis of venereal diseases is mani- 
festly more difficult in homosexuals because 
of hidden lesions in the rectal and oral mu- 
cosa in the passive sexual partner. In syphilis 
a change from nonreactive to reactive serologic 
tests is very helpful; in gonorrhea there is 
little to help the clinician other than the 
epidemiologic evidence furnished by the con- 
tact interviewer. The examination of gram- 
stained smears from the rectal area were uni- 
formly unrewarding for diagnostic purposes 
in the group studied. 

Prophylactic treatment of all homosexual 
contacts, in spite of negative laboratory find- 
ings, should be considered. Selection of cases 
for “epidemiologic” treatment requires close 
co-operation between the clinician and epi- 
demiologist. 

Another important diagnostic problem in- 
volves the passive homosexual with a positive 
serologic test for syphilis as the only mani- 
festation of latent syphilis. The absence of a 
history of genital lesions may lead to an in- 
correct diagnosis of biologic false positive re- 
action. Fortunately, the more specific protein 
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antigen tests may aid in establishing the cor- 
rect diagnosis.® 


The exact mode of transmission of granu- 
loma inguinale is still unsettled, and the 
number of patients with this disease in this 
study was too small to allow any firm epi- 
demiologic conclusion. Both patients were 
homosexual individuals with genital lesions 
who apparently engaged in perverted sexual 
activities. These findings would seem to paral- 
lel the findings of others? who report a uni- 
formly high incidence of homosexual prac- 
tice in patients with anal involvement of 
granuloma inguinale. 


It becomes apparent that venereal disease 
may play a significant part in the history of 
the homosexual. The clinician must recognize 
this fact if he is to achieve accurate diagnosis 
and bring a maximum number of untreated 
cases to treatment. 


Conclusions 


The transmission of venereal diseases by 
homosexual practices is apparently more com- 
mon than formerly thought. 


Control of venereal diseases in homosexuals 
requires intensive contact interviewing and 
investigation, preferably by skilled and spe- 
cially trained personnel. 

The diagnosis of acute venereal diseases 
in passive homosexuals may be difficult but 
is aided by close co-operation between cli- 
nician and contact investigator. 

The diagnosis of latent syphilis in passive 
homosexuals may be misdiagnosed as a bio- 
logic false positive serologic test because of 
the absence of visible lesions. 
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Hormones in Early or Suspected 


Pregnancy* 


HAROLD A. SCHWARTZ, M.D., and W. POWELL HUTCHERSON, M.D., 


Chattanooga, Tenn. 


The authors consider the use of hormones as a diagnostic test of pregnancy as well 


as their place in prevention of abortion. 


AT THE ONSET OF THE MENSTRUAL CYCLE estro- 
gen is secreted due to stimulation of the fol- 
licle stimulating hormone (FSH.) of the pitui- 
tary. As the estrogen level rises it causes the 
pituitary to release the luteinizing hormone 
(L.H.) The L.H., probably in conjunction 
with proper amounts of FSH., causes ovula- 
tion. The luteotropic hormone (LTH.) now 
reaches effective levels and stimulates the cor- 
pus luteum to produce progesterone as well 
as estrogen. If one administers large doses of 
estrogen early in the cycle, the FSH. can be 
inhibited and ovulation will not occur. If one 
administers progesterone after a few days of 
estrogen priming of the endometrium, as on 
day 8 or 9, it is possible to cause an episode 
of withdrawal bleeding. 

After ovulation the progesterone is released 
by the corpus luteum and the proliferative 
endometrium of the uterus becomes secretory. 
Prior to ovulation the cervical mucus shows 
the “‘ferning” phenomenon, exhibiting the 
maximum amount at ovulation. After proges- 
terone is produced, “ferning” of the cervical 
mucus ceases. The basal body temperature 
rises after ovulation and remains elevated. 
Hence, progesterone causes the proliferating 
endometrium to become secretory, causes the 
disappearance of “ferning,” and causes the 
elevation of the basal body temperature. The 
further role of progesterone will be discussed 
later. 

In the event of pregnancy, implantation of 
the ovum occurs at about the twentieth day 
of the cycle, which is the sixth day after fer- 
tilization of the ovum. The corpus luteum 
now persists due to stimulation by the 


*Read before the Section on General Practice, Southern 
Medical Association, Fifty-Third Annual Meeting, Atlanta, Ga., 
November 16-19, 1959. 
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chorionic gonadotropic hormone (CGH.) of 
the pregnancy. The CGH. rises rapidly, reach- 
ing a peak at about the eighth week of gesta- 
tion. At this time there is roughly 700 I. U. 
per cc. of serum. A peak level is usually main- 
tained for a couple of weeks and then falls 
rapidly to about 50 I. U. per cc. at about the 
fourth month of pregnancy where it remains 
throughout the gestation. 

Meanwhile, the estrogen level rises slowly 
after implantation. About 1.0 mg. per day 
is produced at the onset of the pregnancy; 
about 10.0 mg. per day is produced at day 
100.1 

Progesterone production also increases slow- 
ly. Immediately after ovulation about 15 mg. 
is produced daily, at the end of two months 
25 mg., and at the end of three months about 
50 mg.? 

CGH. is secreted by the Langhans cells of 
the placenta. Note that both Langhans cells 
and CGH. almost completely disappear at the 
end of three months. Estrogen and proges- 
terone are secreted by the syncytium of the 
placenta. The amount of estrogen and proges- 
terone produced is determined by their uri- 
nary excretory products. About 10% of estro- 
gen is recovered in the urine and about 20% 
of the progesterone. Progesterone is excreted 
chiefiy as pregnanediol. 


The Role of These Hormones 


The function of the CGH. is to maintain 
the corpus luteum until the placenta is 
capable of taking over the estrogen and the 
progesterone production. Complete placental 
take-over occurs at about the ninetieth day of 
the gestation. 

The role of estrogen in preparing the en- 
dometrium for response to progesterone prior 
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to nidation is well known. During pregnancy 
estrogen seems necessary to maintain a healthy 
decidua. It increases uterine vasculature and 
helps produce uterine growth. It would ap- 
pear that the administration of estrogen 
would benefit where pregnancy has occurred 
or is planned in a very small or infantile 
uterus. Some investigators feel that its admin- 
istration results in larger infants. 

The purpose of progesterone is to prepare 
the estrogen primed endometrium for implan- 
tation and to maintain the decidua in a 
healthy state. The progestational endo- 
metrium, with its glycogen deposition which 
occurs under the influence of progesterone, 
furnishes proper nutritive conditions for the 
nidation and retention of the ovum. If there 
is insufficient progesterone, the pregnancy 
will not implant properly, and abortion even- 
tually will ensue. 

Estrogen and progesterone are synergistic in 
many of their functions in gestation, as has 
been noted already. Estrogen appears to in- 
crease uterine tone and motility. Progesterone, 
in the presence of estrogen, diminishes uterine 
tone and motility. Progesterone, however, in 
the presence of a relative estrogen deficiency 
may stimulate uterine contractions.1 


Thyroid Hormone*:+ 


The role of the thyroid hormone in con- 
ception and in maintaining pregnancy is recog- 
nized as important but cannot be stated in 
any exact terms. The normal protein-bound 
iodine (PBI.) in the nonpregnant woman is 
4 to 8. In early pregnancy it rises to 6 to 12 
and remains at about this level. The basal 
metabolic rate gradually increases about 25 
per cent. Failure of the PBI. to rise is usually 
associated with abortion. Hence, it is wise to 
administer thyroid extract to patients who 
fail to exhibit the expected rise. 


Practical Applications 


Since the corpus luteum of pregnancy 
functions until the fourth month of pregnancy 
and probably not after that, operation on an 
ovarian cyst should be deferred until the ges- 
tation is over three months old. If the corpus 
luteum is removed then, an abortion probably 
will not ensue. 

Since the CGH. level does not rise ap- 
preciably until the pregnancy is one month 
old and possibly a little later, a biologic 
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pregnancy test will not be positive until then. 
Note also that at about seven to eight weeks 
of gestation the quantitative level may be 
so high as to make one suspicious of a hyda- 
tidiform mole. In a week or two this high 
level will drop in a normal pregnancy but 
not usually in a molar pregnancy. Hence, a 
repetition of the quantitative pregnancy test 
two weeks later usually differentiates a nor- 
mal from a molar gestation. A very high CGH. 
level after 100 days of gestation points to a 
hydatidiform mole. 

If the CGH. level remains abnormally low, 
it can only mean that the trophoblast is de- 
ficient, and hence that the pregnancy is ab- 
normal. In such cases abortion inevitably fol- 
lows. Jones and Delfs* found that this low 
CGH. level often was associated with low thy- 
roid function and apparently caused by the 
hypometabolism. 

The physician frequently is confronted with 
a patient whose menses are a few days over- 
due. Often it is important to establish the 
presence or absence of a pregnancy in such a 
patient. The conventional biologic tests usual- 
ly are not sufficiently sensitive to detect a 
gestation of less than one month’s duration. 
Since 1946 we have been using the principle 
of hormone withdrawal bleeding as a preg- 
nancy test.® 


Chiefly three procedures have been used: 
(1) a daily injection for three days of a com- 
bination of 2.5 mg. of estradiol benzoate and 
12.5 mg. of progesterone, commercially known 
as Prometron (Schering); (2) 100 mg. of proges- 
terone intramuscularly administered on one 
day; and (3) the oral administration of four 
tablets daily for three days, each tablet con- 
taining 50 mg. of anhydrohydroxyprogesterone 
and .03 mg. ethinyl estradiol, commercially 
known as Pro-Duosterone (Roussel). These 
tests are discussed below. None of the patients 
in this series had over three months ot 
amenorrhea. 

Ninety-eight patients received Prometron 
(one ampule intramuscularly daily for three 
days). Fifty-two proved not to be pregnant, 
and all had menses from two to eight days 
after the last injection except for three. Of 
these three, one required 10 days, one 12 days 
and one 15 days. Most of the patients men- 
struated four or five days after the last injec- 
tion. None of the pregnant patients bled ex- 
cept for one who spotted slightly. 
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One hundred and five patients received 100 
mg. of progesterone in one dose intramuscu- 
larly. Forty-six patients proved not to be preg- 
nant. These women menstruated between two 
and fourteen days after the injection, with 
most requiring five to six days. The pregnant 
patients did not bleed. 

Sixty-six patients received one tablet of Pro- 
Duosterone (Roussel) after each meal and at 
bedtime for three days. Thirty-six patients 
proved not to be pregnant by this test. Seven 
menstruated two days after completing the 
medication, 17 in three days, 4 in four days, 
two in five days and 6 in seven to fourteen 
days. Hence, most bled two to four days later. 

In the great majority of all of the above 
tests the flow induced by the hormone with- 
drawal was similar to normal menses. Occa- 
sionally the patient stated that the flow was 
slightly scanty or slightly prolonged. In our 
series all the patients had been fairly regular 
in their menses; most were only a few days 
overdue in their menses, and none had had 
more than three months of amenorrhea when 
the hormone was administered. If used, as 
stated, in this type of patient, hormone with- 
drawal bleeding approaches 100% accuracy as 
a pregnancy test. The interval between medi- 
cation and flow apparently depends on many 
factors including when the medication is given 
in relationship to ovulation. Hypothyroidism 
and the adrenogenital syndrome might influ- 
ence the picture. When the test was applied 
to women who had not menstruated for more 
than three months, the degree of accuracy was 
diminished. In those patients who proved to 
be pregnant the incidence of abortion was 
lower than average. None of the delivered in- 
fants had pseudohermaphroditism. This prob- 
lem will be discussed in more detail later. 


Treatment With Hormones 

In addition to progesterone, several proges- 
terone-like substances are popular at present. 
These are the 19 nortestosterones (Enovid and 
Norlutin) and 17-alpha-hydroxyprogesterone 
caproate (Delalutin). Pro-Duosterone contains 
old preparations utilized in a new way. Enovid 
(norethynodrel and ethynylestradiol) and Nor- 
lutin (norethindrone) are very potent oral 
progestational agents. Delalutin is a progesta- 
tional agent given intramuscularly and has 
prolonged action. 
First let us discuss the patient with inade- 
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quate progesterone reaction who desires to be- 
come pregnant. This condition can be diag- 
nosed by endometrial biopsy, vaginal smears, 
cervical mucus, basal temperature, urinary 
pregnanediol. Recall that the ovum implants 
on about the twentieth day of the menstrual 
cycle, long before the decidua is formed. A 
common method of treatment, much popular- 
ized in lay magazines, is to administer 10 mg. 
of Enovid or Norlutin daily for about 17 or 
18 days, beginning a day or two after ovula- 
tion. If conception has not occurred, the pa- 
tient will menstruate a couple of days after 
the cessation of Enovid or Norlutin. If she is 
pregnant, there will be no bleeding when the 
hormone is discontinued. If pregnancy has oc- 
curred, progestational therapy may be contin- 
ued. We then prefer to use Delalutin, 250 mg. 
intramuscularly twice weekly for four months 
or occasionally longer, then gradually reduc- 
ing the frequency of the injection. We also 
usually administer stilbestrol orally. 

There is a difference of opinion as to 
whether estrogen should be used along with 
progesterone. There is considerable evidence 
that estrogen increases the progesterone effec- 
tiveness. For example, if 125 mg. of Delalutin 
is administered continuously twice weekly 
from day 21 of a normal cycle, menses may be 
delayed from seven to ten days. However, it 
2.5 mg. of estradiol valerate is added and 
given in the same manner, the next menses 
may be postponed for months.® Furthermore, 
when patients have deficiency of the corpus 
luteum or placental steroid hormone, there is 
generally a deficiency of both estrogen and 
progesterone. Hence, rational substitution 
therapy should include both hormones. One 
can give 10 mg. of stilbestrol daily for each 
month of the gestation. 

In case of threatened abortion it appears 
preferable to administer ordinary progester- 
one 100 mg. intramuscularly for prompt ac- 
tion and Delalutin 250 mg. intramuscularly 
twice weekly, along with oral stilbestrol as 
stated. As a prognostic indication, if the uri- 
nary pregnanediol levels remain high, the 
pregnancy is likely to continue to term. If the 
pregnanediol output is low, progesterone ap- 
pears to be of definite value in preventing 
abortion. 

At the last meeting of the American Society 
for the Study of Sterility it was reported by 
Jacobson that the appearance of a fern pat- 
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tern of arborization in the cervical mucus is 
an indication that pregnancy is threatened. 
Any “ferning” at all is considered by him an 
indication for progesterone therapy. This re- 
cent study requires confirmation. 

Endocrine therapy to prevent abortion has 
always been viewed with some skepticism. 
Nevertheless, most present authorities believe 
that at least the administration of progester- 
one if not estrogen, will salvage some preg- 
nancies. Insufficient hormones during the crit- 
ical days of implantation and _ placentation 
may culminate in the death of the fetus. 

Currently it is thought that progesterone is 
the key hormone. Estrogen may be of value in 
enhancing the effect of progesterone. To sup- 
ply progesterone in abundance may improve 
the uterine environment, resulting in a better 
circulation, a better implantation, and a quiet 
home for the embryo. 

There is an important but not necessarily 
serious complication to the use of androgenic 
steroids during pregnancy. Occasionally a fe- 
male infant will be born with physical signs 
of pseudohermaphroditism. Male infants ap- 
parently are not affected. On a precursory 
study, we have not been able to find a case 
reported after the administration of Delalu- 
tin.78§ Among the patients treated in our office 
we have failed to see a single incidence of this 
abnormality in several hundred cases. Most 
received the hormones only as a pregnancy 
test, already described. Some received large 
doses of ordinary intramuscular progesterone. 
Approximately 50 patients have received huge 
doses of Delalutin. 

To quote Dr. Howard Jones,® an authority 
in this field, “Obviously many, many women 
have received these compounds without dele- 
terious effect on the fetus. The fact that pro- 
gesterone may occasionally cause masculiniza- 
tion of the female fetus does not mean that 
these steroids should be abandoned. It is en- 
tirely possible that most of the patients stud- 
ied would never have been born without their 
use. No progressive virilization follows, and 
the external genitalia can be corrected by a 
relatively simple surgical procedure.” 
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Discussion (Abstract) 


Dr. Cullen Richardson, Atlanta, Ga. I appreciate 
the opportunity of discussing this paper. First, I would 
like to congratulate Doctors Schwartz and Hutcherson 
on a very clear and concise summary of a most dif- 
ficult and controversial subject. There are several 
points I will discuss. 

I, too, have used progesterone for several years to 
induce bleeding as a test for pregnancy in preference 
to the neostigmine test. The neostigmine test is usually 
a little more rapid in that a majority of patients will 
have an onset of menstrual bleeding within 72 hours 
after a third daily injection of 1 mg. of neostigmine; 
whereas, you will notice from the figures quoted by 
Doctor Schwartz many patients, after progesterone in- 
duction, will go as long as 8 to 10, or even 14 days, the 
average being 5 to 6 days. This advantage of the neo- 
stigmine test is outweighed, however, by disadvantages 
that I think worthy of mention. First, there is a rare 
and occasional patient who will have a rather violent 
reaction to neostigmine with profound intestinal 
cramps and bladder spasms, even on occasion leading 
to involuntary bowel and bladder movement shortly 
after an injection. Neostigmine should not be used in 
asthmatics. There have been a few fatal reactions re- 
corded following the use of neostigmine, and there was 
a recent death in Atlanta from the injection of 0.5 mg. 
of neostigmine in a patient who was a teen-age girl 
being given a diagnostic test for myasthenia gravis. She 
developed profound asthma, massive bronchial secre- 
tion and subsequently expired. (If a patient begins to 
show evidence of asthmatic reaction or violent in- 
testinal or bladder cramping he should be given 
intravenous atropine immediately.) 

Of course, neither the progesterone induction nor 
the neostigmine induction will work in hypo-estrogenic 
states. This has led to a false diagnosis of pregnancy 
in some patients with lowered estrogen secretion at 
or near the menopause. 

One other point that is probably worth mentioning 
is that in the use of any injection to induce an onset 
of menstrual flow as a pregnancy test, I think we 
should always be particularly careful to explain to 
each patient that this is given as a pregnancy test, and 
if the patient is pregnant she will not bleed. One of 
my fellow obstetricians, a few years ago, gave a patient 
neostigmine as a pregnancy test and induced the onset 
of a menstrual period when she was some 4 to 5 days 
late. Within two weeks this patient had sent two or 
three of her friends in for ‘one of those shots that will 
start the period when you are pregnant.” He quickly 
gained the reputation of being an abortionist simply 
by not being specific enough in explaining to the 
patient that this would have no effect if she were 
pregnant. 
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There is probably no hormone that has been used 
more casually and carelessly than has dessicated thy- 
roid. I agree with the authors that its use should be 
based on a lowered PBI. or lowered B.M.R. Of course, 
as exogenous thyroid enters into the thyroid pituitary 
balance and tends to block the formation of thyro- 
trophic hormone, it is very difficult to induce hyper- 
thyroidism with exogenous thyroid. One note of cau- 
tion here, however, is that some of the newer thyroid 
products, such as Cytomel, seem to by-pass the thyroid 
pituitary balance and do not inhibit the formation of 
thyrotrophic hormone. Thus, when Cytomel is given, 
a patient may continue to produce the same amount of 
thyroxin in her own thyroid gland that she would have 
without an exogenous source. That, plus the Cytomel, 
is often sufficient to induce quite a severe degree of 
hyperthyroidism if not given carefully. 


The management of abortion, both threatened and 
recurrent, remains one of the major unsolved prob- 
lems in the field of obstetrics. Literature on this sub- 
ject abounds with a diversity of opinion. Javert has 
emphasized that in consideration of this problem one 
has to look for clinical, chemical, obstetric, pathologic, 
psychosomatic and sociologic causes. In his rather ex- 
tensive study of the problem of abortion he points out 
that the decidua, in which the early conceptus im- 
plants and grows, has been found to be the most 
vulnerable maternal structure. He has been remarkably 
successful in the management of a large group of 
patients, who have had habitual abortion, with a ten- 
point program which consists essentially of good 
nutrition and tender, loving care (psychiatrically or- 
iented) but with no hormone therapy. 

Many different endocrine products have been offered 
over the past 15 years designed to improve this decidua 
in which the early conceptus has to implant and grow. 
The Smiths of Boston introduced increasing doses of 
stilbestrol in glowing reports that seemed to offer high 
hopes. Other investigators have been unable to sub- 
stantiate their claims. 
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In the past 8 or 10 years most emphasis has been 
placed on progesterone. Earlier, some failures seemed 
to be related to inadequate dosage. Goldzieher and 
Benigno, in a very careful review of the literature, 
conclude that in therapy of a patient with a threat- 
ened abortion, there is definite evidence of benefit 
from progesterone therapy, particularly in a case of a 
patient with low pregnanediol excretion. Progesterone 
would definitely be indicated in a patient, as outlined 
by the authors, who has evidence of progesterone 
deficiency in the luteal phase of the cycle before preg- 
nancy, as manifested by endometrial biopsy, preg- 
nanediol excretion studies, etc. 

The problem of virilism or pseudohermaphroditism 
of the female infant resulting from the use of the 
newer progestational hormones such as Norlutin or 
Enovid, is a fairly recent one. These compounds are 
analogies of testosterone and possess moderate virilizing 
properties. It would seem wiser at the present time 
to avoid these two compounds during early pregnancy. 
This is not to negate their use in the nonpregnant 
state or in preparation for pregnancy, but it would 
seem unwise to use them between the 8th and 16th 
week of pregnancy which seems to be the critical 
period for the production of deformity of the external 
genitalia in female infants. By the same token, it 
might be well to keep in mind, that if one delivers a 
female infant today who seems to have some deformity 
of the external genitalia, one might inquire as to 
whether the mother has received any of these virilizing 
steroids in early pregnancy before pronouncing any 
ominous prognosis on the child. As the authors have 
pointed out, this is not progressive virilism, and the 
deformity in these children is easily correctible. 

Again, I would like to thank Doctors Schwartz and 
Hutcherson for the opportunity of discussing their 
paper. Also, I would like to congratulate them again 
for a very excellent summary of the prevailing opinion 
today. 
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Treatment of Cystic Acne with 


Gamma Globulin 


LEONARD MELTZER, M.D., Houston, Tex. 


Gamma globulin seems to offer a valuable adjunct in the 


treatment of stubborn instances of cystic acne. 


OF THE RECOGNIZED CLINICAL TYPES of acne 
vulgaris, the cystic is the most disheartening 
to the patient and therapeutically frustrating 
to the attending physician. A list of all the 
therapeutic modalities for attempted control 
of this disorder would merely be a review of 
the history of the treatment of acne. In the 
past I have resorted to aspiration of fluctuant 
lesions from the lowest possible point, and 
lavaging of the cavity with an antibiotic solu- 
tion. This was followed by the application of 
a properly shaped piece of solid carbon 
dioxide to the roof of the cyst. There ap- 
parently resulted sufficient irritation of the 
underside of the roof to stimulate adherence 
to the floor and so result in minimal scarring. 
Dietary regulation, antibiotics systemically, 
hormones and x-ray irradiation as needed 
comprised the therapeutic regimen. These 
combined efforts still left much to be desired 
in the prevention of the continued occurrence 
of new lesions. 


Confronted with a case of severe cystic acne 
of five years duration in January 1959, and 
encouraged by reports of some success in the 
treatment of pustular acne with gamma 
globulin, I decided to resort to its use in this 
patient.! 


A 19 year old white woman had had cystic acne since 
she was 14. Her menarche was at 15 with very irregu- 
lar menses thereafter. Therapy for her acne by three 
other dermatologists had included dietary regulation, 
removal of comedones, peeling lotions, injections of 
vaccine, thyroid and estrogenic hormones, ultraviolet 
irradiation, antibiotics and antibacterials. Improve- 
ment was only temporary and minor. In addition to 
dietary restrictions and a drying lotion (Acnesterol), 
the patient was given 2 cc. of gamma globulin intra- 
muscularly once weekly for 5 weeks, starting Jan. 31, 
1959. Improvement became apparent after the third 
injection. No new lesions appeared until April 23, 


*Poliomyelitis Immune Globulin (Human) supplied by 
Pitman-Moore Cofmpany, Division of Allied Laboratories, Inc., 
Indianapolis, Ind. 


1959, when a 2 cc. booster dose of gamma globulin* 
was administered. This patient’s acne was kept under 
excellent control until the end of 1959 with only 3 
additional booster doses. 

This encouraging result led to the careful 
selection of 12 more cases of cystic acne for 
similar treatment. Table 1 contains the per- 
tinent data for these cases. The patients 
whose results were classified as ‘‘good’’ were 
those in whom no new lesions developed or 
in whom there was a significant decrease in 
the number of new cysts appearing. These 
were also the individuals in whom a booster 
dose of 2 cc. every four to six weeks or longer 
offered good control. The cases designated 
as having “fair” results were patients who re- 
quired continued weekly injections over and 
above five along with antibiotics to achieve 
adequate control. It should be noted here 
that the combination of gamma globulin with 
antibiotics or antibacterials yielded results 
superior to those obtained in the previous 
trial of the latter alone. Case H. K. S. dis- 
appeared from my care after only 3 injections. 
Her result was classified as “poor” because no 
appreciable improvement was apparent on the 
patient’s last visit. 

Sutton and Asel? postulated that gamma 
globulin might have improved the patient’s 
ability to combat secondary infection in severe 
pustular acne. Such reasoning is not tenable 
for cystic acne because many lesions are 
sterile, containing only old blood. Certainly 
these small amounts of gamma globulin could 
not influence hypogammoglobulinemia. The 
results must be attributed to some nonspecific 
defenses which are improved by the intro- 
duction of this foreign protein. 


Conclusions 


Thirteen cases of cystic acne were treated 
with five or more weekly injections of gamma 
globulin. The disease had been present for 
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TABLE 1 
USE OF GAMMA GLOBULIN AND RESULTS 
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Duration 
Case Sex Age Prior to Total No. of 
Globulin Injections 


(8) 
Cc. W.P M 16 lyr. 5-28-59 
To 
10-22-59 
(14) 
Ss. W. F 27 4-25-59 
To 
8-27-59 
(11) 
W.R.C. M 16 2 yrs. 6-4-59 
To 
2-5-60 
(3) 
H. K. S. F 20 7 yrs. 6-20-59 


To 
7-2-59 


(11) 

G.W. M 3 yrs. 7-11-59 
To 

4-2-60 
(4) 

i. J. M 18 3yrs. 8-13-59 
To 

9-4-59 
(3) 

F 34 4 mos. 7-18-59 
To 

8-1-59 
(20) 

R.S. M 14 yrs. 8-15-59 
To 

4-23-60 
(13) 

M 14 sLyr. 9-21-59 
To 

4-18-60 
(9) 

M 21 12-13 yrs. 1-12-60 
To 

4-9-60 
(6) 

P.R. M 33 17 yrs. 1-8-60 
To 

3-3-60 
(5) 

A. A. M 30 15 yrs. 3-22-60 


To 
4-18-60 


Therapy Prior Antibiotics Other 
To Globulin Antibacterials Results Treatments 
Achromycin 

Trisulfa None Fair Coy Slush 

Acne Vaccine 

Coe Slush 

Estrogens Panmycin Fair Coz Slush 
Antibiotics 

Coz Slush 
Antibiotics Gantrisin Good Ultra-Violet 

Acne Vaccine 

Ultra-Violet 
Antibiotics None Poor TACE 
Pot. Sulfurata 
Hot Packs 
X-ray None Good None 
Ultra-Violet 
Antibiotics 
None None Good Keratolytic 
Lotion 
Streptomycin None Fair Coy Slush 
Penicillin 
Vitamin A Madribon Fair Acne Vaccine 
Penicillin Coz Slush 
None None Good Acne Vaccine 
Ultra-Violet None Good Acne Vaccine 
Antibiotics 
Ultra-Violet None Good None 
Antibiotics 
X-ray 
X-ray None Fair None 
Antibiotics 
Coz Slush 


from 4 months to 17 years. All had had previ- 
ous relatively unsuccessful therapy. 

The results in 7 cases were superior to any 
previously obtained. The improvement could 
be maintained by occasional supplemental 
booster doses of gamma globulin. 

The results of the combination of gamma 
globulin with antibiotics or antibacterials 
were superior to that of either of the latter 
alone. 


Although no definite rationale can be postu- 
lated, this appears to be a worthwhile addition 
to the woefully inadequate therapeutic arma- 


mentarium for cystic acne. 
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HISTORY OF THE 
SOUTHERN MEDICAL ASSOCIATION 


In 1956, on October 3, the Southern Medical 
Association held its Golden Anniversary in 
Chattanooga, Tennessee, to commemorate its 
founding in that city in 1906. 

At that time it became clear that the prog- 
ress Of the Association through its first half 
century should be recorded for those members 
and friends who will have occasion to refer to 
it in times of the future. It was most fortunate 
that this could be done by Mr. C. P. Loranz, 
who as one of its architects, gave continuity 
to the building of the Association from its 
early years to its maturity at the turn of a half 
century of growth. 


The Fifty Year History of the Southern 
Medical Association is written in factual style, 


Treatment of Gonorrheal Arthritis.“ 


“The Focal Nature of Gonorrheal Arthritis. The 
therapeutic problem of gonorrheal arthritis is inti- 
mately associated with the treatment of the etiologic 
focus in the genitourinary tract. . . . It is now gen- 
erally conceded that in addition to the seminal 
vesicles, the prostate, posterior urethra and vas 
deferens play the most important roles as the offend- 
ing sites in the male. In the female the cervix is 
regarded as the chief focus from whence gonococci 
may enter the blood stream and metastasize to the 
joints. 

“The Use of Heat. Temperature elevation lends 
itself as a particularly rational and effective agent 
for the treatment of gonorrheal arthritis. As has 
been amply demonstrated in vitro the gonococcus 
can be destroyed at a level and duration of tem- 
perature within the limits of human tissue tolerance 
and safety many agents other than physical 
ones have been widely advocated. Among these 
agents have been malaria, gonorrheal vaccines, typheid 
vaccines, as well as intramuscular milk, peptone, 
horse serum, and a host of other proteins. . 


*Bierman, William, and Levenson, Carl: The Treatment 
of Gonorrhea] Arthritis by Means of Systemic and Additional 
Focal Heating, Am. J. M. Sc. 191:55, 1936. 


based on a study of proceedings and trans- 
actions of the Association as such and on its 
Scientific Sections. For the years before 1910, 
when official records were begun, Mr. Loranz 
had to search out data in newspapers and 
medical journals. In Part 2 of the History, ap- 
pear in statistical form Places of Meetings, 
Officers, Photographs of Past Presidents, 
Membership, Attendance at Meetings, Rosters 
of Section Officers and numerous other items 
which prove a wonderful mine of information 
for quick reference. 

As upon so many occasions in the past, the 
Southern Medical Association stands in debt 
to Mr. Loranz who, from a memory over many 
years, could choose the essence from records 
of the past and collect succinctly in one place 
the high points in the life of an Association 
which has given more than “Fifty Years of 
Service to Physicians of the South.” 


. . in gonorrheal arthritis heat can be utilized 
for many important therapeutic properties. Its direct 
destructive or attenuating influence on the gonococcus, 
if properly applied, can be exerted simultaneously 
in the blood stream, joints and in the areas of the 
original invasion. It is particularly important that 
the most vigorous action of heat can be exerted in 
the pelvic organs . . . heat in the pelvis expedites 
drainage from the cervix, prostate and urethra, re 
lieves pain, reduces swelling and assists in the vas- 
cularization of the part, increasing cell metabolism. 
It is important to remember that it can accomplish 
these therapeutic aims in the tissues of the joints 
as wel... 

“Combined Technique. The development of a 
technique to accomplish these therapeutic desiderata 
was based on a concept outlined by one of us 5 
years ago. The principle was to utilize combined 
systemic elevations of temperature with still higher 
pelvic heating. A technique which employed 
the short wave as the heating agent to achieve this 
dual heating effect was described in 1932... . 

“The standardization and improvement on our 
original technique has depended on 4 factors: 1, 
the peak temperature necessary to kill all the known 
strains of gonococci; 2, duration of this peak; 3, 
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penetration of the heat into the local regions within 
the pelvis; and 4, anatomic considerations. 

“Clinical Data. Number of treatments. A group of 
16 cases of gonorrheal arthritis, 8 male and 8 female, 
who received this combined treatment are included 
in this study. 

. . Each of the cases included in the series re- 
ceived hyperpyrexia with pelvic heating only after 
he or she had been through the gamut of other 
forms of therapy. All but 2 came with active gonor- 
rheal lesions and painfully swollen joints in various 
stages of immobilization. In addition the patients 
in this series had been invalided in bed from 2 weeks 
to 3 years. All but 2 cases were acutely ill just be- 
fore treatment with active systemic reactions includ- 
ing fever at the time of the first treatment. The 2 
exceptions who had no evident active gonorrheal foci, 
however, had permanent bony synostosis and other 
chronic joint Roentgen ray changes with only moderate 
pains and little swelling. .. . 

“Treatments before Hyperpyrexia. The variety of 
treatments used in the past was reflected in the wide 
range of therapy to which these 16 cases had been 
subjected before getting this combined procedure. 
. . . The attempts to eradicate focal lesions included 
the use of such gonococcides as silver nitrate, acri- 
flavin, protargol, and mercurochrome as well as rectal 
and gavinal diathermy. All females had cervicitis; 6 
had urethritis; 3, Skene’s ducts involvements; 2 ad- 
nexal complications. Among the 6 males with active 
foci: all had urethritis and prostatitis; 3 had epididy- 
mitis; and 2 had vesiculitis. 
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“Previous attempts to create favorable systemic reac- 
tions were unsuccessful; 14 of the cases had received 
intravenous chemotherapy (mercurochrome and col- 
loidal sulphur), foreign proteins (typhoid vaccine, 
milk and whole blood), as well as various types of 
autogenous and stock gonococcal vaccines (9 cases), 
This type of treatment depended upon protein shock 
and systemic temperature elevation for success. .. . 

“Response to Treatment. The response of the sys- 
temic and joint manifestations of all the cases to 
treatment was satisfactory and in some cases dramatic. 
Temperatures subsided, malaise and chills and sweats 
disappeared, red cell sedimentation rates showed re- 
turn toward normal and the patients were able to 
get out of bed within 4 to 12 days after the com- 
plete course of their treatments. In the 4 cases which 
had rashes, 1 of which was proven by biopsy to be 
a gonorrheal paraketosis, the skin lesions disappeared 
within a week after this procedure. The joint symp- 
toms and signs invariably subsided with remarkable 
uniformity. In every instance there was a definite 
change for the better. There was a rapid subsidence 
of pain, diminution of swelling and increased mo- 
bility. 

“Good function results were obtained in all but 
the 2 cases that came with evidence of bony fusion 
as indicated by Roentgen ray. Of the other 14, 13 
were completely freed of their pain and achieved 
perfect function. The remaining case was that of a 
female who when seen 2 months after her course 
of 3 treatments still showed about 50% of limitation 
of motion in the wrist and fingers. This was steadily 
improving under the local after treatment.” 


State News Items 


The Central Association of Obstetricians and Gyne- 
cologists offers an annual award of $500.00 for out- 
standing investigative or clinical work in the field of 
obstetrics and/or gynecology. Accredited physicians, 
teachers, research workers and medical students living 
within the geographic area of the Association may 
submit original manuscripts to the Secretary by July 
5, 1961. The winning paper will be included in the 
scientific program at the annual meeting, Oct. 5-7, 
1961, in Cleveland, Ohio, and will be offered for pub- 
lication with the transactions of the Association. For 
further information or to submit entries, write Dr. 
Herman L. Gardner, Secretary, 6436 Fannin Street, 
Houston 25, Texas. 

The Part 1 Examinations (written) of the American 
Board of Obstetrics and Gynecology will be held in 
various cities of the United States, Canada, and military 
centers outside the Continental United States on Jan. 
13, 1961. Current Bulletins outlining present require- 
ments may be obtained by writing to the Executive 
Secretary’s office: Dr. Robert L. Faulkner, American 


Board of Obstetrics and Gynecology, 2105 Adelbert 
Road, Cleveland 6, Ohio. 


The American College of Allergists Graduate Instruc- 
tional Course and Seventeenth Annual Congress will 
be held March 12-17, 1961, at the Statler Hilton, Dallas, 
Texas, For information write Dr. John D. Gillaspie, 
Treasurer, 2141 14th Street, Boulder, Colorado. 


ALABAMA 


Dr. John M. McMahon, Bessemer, has been elected 
a Trustee of the American College of Gastroenterology. 

Dr. Roy S. White has joined the staff of the Jordan 
Clinic in Tuscaloosa. 


ARKANSAS 


New members of various county medical societies in- 
clude: Mississippi, Dr. Merrill J. Osborne, Blytheville; 
Boone, Dr. Van Smith, and Dr. Charles A. Spears, 
both of Harrison; Pulaski, Dr. Purcell Smith, Jr., Little 
Rock; and Madison, Dr. Ivan H. Box, Huntsville. 

The University of Arkansas Medical Center has an- 
nounced several changes in the faculty: Drs. Zenas A. 
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McDonald and Robert C. Holland will work in the 
Department of Anatomy; Dr. and Mrs. Thomas R. 
Henderson have joined the Biochemistry staff; Dr. 
John H. Cross, Jr., is in the Department of Microbiol- 
ogy; and Dr. Spencer G. Thompson is in the Depart- 
ment of Pediatrics. 

Dr. Samuel B. Thompson, Little Rock, is the new 
Treasurer of the American Academy for Cerebral 
Palsy. 

Dr. F. Douglas Lawrason, Dean of the University of 
Arkansas Medical School, has been appointed Execu- 
tive Medical Director of Merck & Co., Inc. He will be 
responsible for all the medical activities of the com- 
pany. 

Dr. James M. Kolb, Clarksville, has been appointed 
by Governor Orval Faubus to serve as a member of 
the Governor’s Commission on Aging. 

Dr. Joseph M. Parker, Paragould, has been named a 
Clinical Research Consultant for The Upjohn Company 
of Kalamazoo, Michigan. 

Dr. A. F. Isele, Piggott, joined the staff of the Piggott 
Hospital recently. 


DISTRICT OF COLUMBIA 


Several sections of the Medical Society of the Dis- 
trict of Columbia have elected new officers: Section on 
Radiology, Dr. Charles E. Bickham, Chairman; Dr. 
John S. Hashim, Chairman-Elect; and Dr. William E. 
Sheely, Secretary-Treasurer; Section on Otolaryngology, 
Dr. Max J. Fischer, Chairman; Dr. Adrian J. Delaney, 
Vice-Chairman; Dr. Robert Ralph, Secretary; and Dr. 
Joseph Daly, Treasurer; Section on Internal Medicine 
and Allied Subspecialties, Dr. William K. Billingsley, 
Jr, Chairman; Dr. Alfred Brigulio, Vice-Chairman; 
Dr. Wairen D. Brill, Secretary; and Dr. Frank A. Fin- 
nerty, Jr., Treasurer. 

Dr. Ludwig G. Lederer has been named Medical 
Director of American Airlines. He has been Assistant 
Clinical Professor of Medicine at George Washington 
University Medical School and Hospital since 1952. 

Dr. John Parks, Dean of the George Washington 
University School of Medicine, has been installed as 
President of the American Association of Obstetricians 
and Gynecologists. 


Dr. Leon Salzman has been elected to serve a 3 year 
term on the Board of Trustees of the Academy of 
Psychoanalysis. 


Lt. Colonel James E. Chapman has been elevated to 
the post of Commanding Officer of the 115th Evacua- 
tion Hospital of the District of Columbia National 
Guard. 

New officers of the Association of Military Surgeons 
of the United States include Dr. Leroy E. Burney, 
Surgeon General of the U. S. Public Health Service, 
President; Rear Admiral Calvin B. Galloway, MC, De- 
partment of the Navy, Second Vice-President; Dr. 
William §. Middleton, Chief Medical Director, Veter- 
ans Administration, Fourth Vice-President; and Briga- 
dier General Frank E. Wilson, MC, Executive Vice- 
President, Joint Blood Council, Inc., Sixth Vice-Presi- 
dent. All are of Washington, D. C. 

New appointments at Georgetown University School 
of Medicine are, Dr. George W. Hyatt, Professor of 
Surgery (Orthopedics) and Director of the Division of 
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Orthopedic Surgery at the University Hospital; and 
Dr. Richard A. Steinbach, Chairman of the Depart- 
ment of Psychiatry. 


Dr. Walter K. Myers, Special Lecturer in Internal 
Medicine at George Washington University School of 
Medicine, has been elected to the Board of Trustees 
of the National Geographic Society. 

Dr. Maurice Protas has been reappointed Governor 
for the District of Columbia for a three year term, 
1960-63, by the American Diabetes Association. 


FLORIDA 


Drs. Donald S. Abelson and Harris Anderson, both 
of Miami, have been certified by the American Board 
of Thoracic Surgery. 


Dr. Harold C. Spear, Miami, has been elected to 
membership in the American Association for Thoracic 
Surgery. 

Dr. D. Ralph Millard, Jr., Miami, has been appoint- 
ed Honorary Consultant in plastic surgery to the Gov- 
ernment of Jamaica. 


Dr. Harold L. Sanders, Tampa, has been elected to 
membership in the Society of Head and Neck Surgeons. 


Dr. Theodore M. Berman, Miami, has been licensed 
by the United States Atomic Energy Commission for 
Radioisotope Study of Thyroid Function and Treat- 
ment of Thyrotoxicosis and Heart Disease. 

Dr. Stephen C. Wright, Miami, has been appointed 
to a three year term on the American Psychiatric Asso- 
ciation Committee on Childhood and Adolescence. 

Officers of the Miami Pediatric Society include Dr. 
Charles Rosenfeld, President; Dr. George Lister, Presi- 
dent-Elect; Dr. James A. Whiteside, Secretary; and Dr. 
Maurice Blinski, Treasurer. 


Dr. Sanford Cobb, Miami, attended the Second 
World Congress of Anaesthesiologists in Toronto, 
Canada, September 4-10, where he presented a paper 
entitled “Effect of Methylphenidate [Ritalin (R)] on 
the Respiratory Center.” Dr. Cobb also attended the 
fall meeting of the Florida Society of Anesthesiologists 
at Longboat Key, Sarasota, Florida, where he spoke on 
“Action of Vanillic Diethylamide [Vandid (R)] on 
the Ventilatory Depression of Deep Thiopental Anes- 
thesia.” 

Officers of the Greater Miami Society of Psychiatry 
and Neurology are Dr. William Corwin, President; Dr. 
Paul S. Jarrett, Vice-President; and Dr. Irwin S. 
Jacobs, Secretary-Treasurer. All are from Miami. 

Dr. James T. Cook, Marianna, has been elected 
“General Practitioner of the Year” by the House of 
Delegates of the American Medical Association. 


Dr. Clifford C. Snyder, Miami, has been re-elected 
Assistant Secretary of the American Society of Plastic 
and Reconstructive Surgery. 


Dr. Hawley H. Seiler, Tampa, is President of the 
Hillsborough County Unit of the American Cancer 
Society. 

Dr. Paul V. Reinartz, Medical Director of the Pru- 
dential Life Insurance Co. Home Office in Jackson- 
ville, was recently made an Executive Medical Director 
of the company and has returned to the Corporate 
Home Office in Newark, N. J. 


Continued on page 112 
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Carcinoma of the Thyroid Gland. By Stewart Lindsay, M.D., 
Professor of Pathology, University of California School of 
Medicine. 168 pages. Springfield, Ill.: Charles C. Thomas, 
Publisher, 1960. Price $8.50. 


Osteochondritis Dissecans. By I. S. Smillie, O.B.E., Ch.M., 
F.R.C.S. (Ed.), F.R.F.P.S., Department of Orthopaedic Sur- 
gery, University of St. Andrews. 220 pages. Baltimore: The 
Williams & Wilkins Company, 1960. Price $12.50. 


English for the Foreign Physician. By Jose Murilo Martins, 
M.D., Assistant Professor of Internal Medicine, University of 
Ceara, Brazil. 116 pages. Springfield, Ill.: Charles C. Thomas, 
Publisher, 1960. Price $5.75. 


Professional School Psychology. Edited by Mongoe G. Gottse- 
gen, Ph.D., Clinical Psychologist, Mental Hygiene Treatment 
Section, V.A., New York; and Gloria B. Gottsegen, M.A., 
Consulting Remedial Psychologist, Jewish Child Care Associa- 
tion, New York. 285 pages. New York: Grune & Stratton, 
Inc., 1960. Price $7.75. 


Recent Advances in Clinical Pathology. Series 111, General 
Fditor, §. C. Dvke, D.M. (Oxon), F.R.C.P. (Lond.). 416 
pages. Boston: Little, Brown & Company, 1960. Price $11.50. 


The Head, Neck, and Trunk. By Daniel P. Quiring, Ph.D. 
Second edition revised and edited by John H. Warfel, Ph.D., 
Assistant Professor of Anatomy, The University of Buffalo, 
School of Medicine. 120 pages, illustrated. Philadelphia: Lea 
& Febiger, 1960. Price $3.25. 


Injuries of the Brain and Spinal Cord and Their Coverings. 
Edited by Samuel Brock, New York University. Fourth edi- 
tion. 732 pages. New York: Springer Publishing Company, 
Inc., 1960. Price $18.50. 


The Chemical Senses in Health and Disease. By H. Kalmus, 

M.D., University of London; and S. J. Hubbard, Ph.D., Uni- 

versity College, London. American Lecture Series. 89 pages. 

ee Ill.: Charles C. Thomas, Publisher, 1960. Price 
De 


The Clinical Use of Aldosterone Antagonists. Edited by 
Frederic C. Bartter, M.D., a Heart Institute. 208 
oPringfield, Ill.: Charles C. Thomas, Publisher, 1960. 
rice $5.00. 


age and Related Disorders. By William Gordon Lennox, 

Associate Professor of Neurology, Emeritus, of Harvard 
Geaeieuies and Margaret Lennox, M.D., Institute of Neuro- 
physiology, Copenhagen. Two volumes, 1,145 pages. Boston: 
Little, Brown & Company, 1960. Price $13.50. 


Staining Methods Histologic and Histochemical. By J. F. A. 
McManus, M.D., Professor and Chairman of Department of 
Pathology, and Robert W. Mowry, M.D., Professor of Path- 
ology, University of Alabama Medical Center. 406 pages. New 
York: Paul B. Hoeber, Inc., 1960. Price $10.00. 


Obstetrical and Gynaecological Pathology. By R. E. Rewell, 
M.D. (London), M.R.C.P., Consultant Pathologist, The 
Women's Hospital, Liverpool. 426 pages. Baltimore: Williams 
& Wilkins Company, 1960. Price $10.00. 


Contributions to Obstetrics and Gynaecology. By V. N. 
Shirodkar, M.D., F.R.C.S., F.A.C.S., Emeritus Professor of 
Obstetrics and Gynaecology, Grant Medical College, Bombay. 
150 pages. Baltimore: Williams & Wilkins Company, 1960. 
Price $8.50. 


Surgical Treatment of Unequal Extremities. By Charles Weer 
Goff, M.D., Associate Clinical Professor of Orthopaedic Surgery 
and Lecturer in Anatomy, Yale University School of Medicine. 
American Lecture Series. 171 pages. Springfield, Ill.: Charles 
C. Thomas, Publisher, 1960. Price $11.00. 


Human Pituitary Hormones. Ciba Foundation Colloquia on 
Endocrinology, Vol. 13. Edited by G. E. W. Wolstenholme and 
Cecilia M. O'Connor. 329 pages, 86 illustrations. Boston: 
Little, Brown & Company, 1960. Price $9.50. 


Projective Techniques with Children. Edited by Albert I. 
Rabin and Mary R. Haworth. 379 pages. New York: Grune 
& Stratton, Inc., 1960. Price $11.75. 


Man and His Body. By Benjamin F. Miller, M.D., and Ruth 
Goode. 361 pages. New York: Simon and Schuster, 1960. 
Price $5.95. 


Handbook of Medical Treatment. Edited by Milton J. Chat- 
ton, M.D., Sheldon Margen, M.D., and Henry Brainerd, M.D., 
University of California. Seventh Edition. 546 pages. Los 
Altos, Calif.: Lange Medical Publications, 1960. Price $3.50. 


Pharmacology in Nursing. By Elsie E. Krug, R.N., M.A., In- 
structor in Pharmacology and Anatomy and Physiology, Saint 
Mary’s School of Nursing, Rochester, Minn. Eighth Edition. 
330 ae St. Louis: The C. V. Mosby Company, 1960. Price 


Genetics. Transactions of the First Conference, October 1959, 
Princeton, N. J. Edited by H. Eldon Sutton, Ph.D., Depart- 
ment of Human Genetics, University of Michigan Medical 
School, Ann Arbor. 218 pages. New York: Josiah Macy, Jr. 
Foundation, 1960. Price $6.00. 


The Basic Physics of Radiation Therapy. By Joseph Selman, 
M.D., Clinical _— Professor of Radiology, The South- 
western Medical School, University of Texas. 646 pages. 
Springfield, ie Charles C. Thomas, Publisher, 1960. Price 
$14.50. 


Leukemia Cutis. By S§ 1 M. Bluefard, M.D., Associate 
Professor of Dermatology, Northwestern University Medical 
School, Chicago. American Lecture Series. 482 pages. Spring- 
field, Ill.: Charles C. Thomas, Publisher, 1960. Price $18.50, 


The Chemistry of Thyroid Diseases. By Rosalind Pitt-Rivers, 
M.Sc., Ph.D., London, and Jamshed R. Tata, M.Sc., Bangalore, 
National Institute for Medical Research, London. American 
Lecture Series. 80 pages. Springfield, Ill.: Charles C. Thomas, 
Publisher, 1960. Price $4.50. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 
Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Because of lack 
of space, it is necessary to limit the number of bibliographic 
references to twenty. Footnotes and references should con- 
form to the following style: 


1. Doe, J. E.: What You Should Know 
about It, South. M. J. 50:711, 
1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 


Reprints: Reprints are available at publisher’s cost. An order 
form will accompany author's galley proof and should be 
returned with the galley to the Editor. 

Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 

Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 

Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, 2601 
Highland Avenue, Birmingham 5, Alabama. 
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Anatomy for Surgeons. Volume 3. The Back and Limbs 


By W. Henry Hollinshead, Ph.D., Professor of An- 

atomy, Mayo Foundation, Rochester, Minnesota. 887 

pages. New York: Paul B. Hoeber, Inc., 1958. Price 

$23.50. 

As the third and final volume of a three volume 
work, this book represents an uncommonly well exe- 
cuted effort toward the logical presentation of surgical 
anatomy of the back and extremities, stripped of the 
confusion of unnecessary minutia, but in no way 
neglecting the important detail of a careful anatomy 
text. It is perhaps most useful to the orthopedic sur- 
geon or general surgeon as an excellent reference for 
regional anatomy but, in addition, through the coop- 
erative efforts of the clinical and preclinical contribu- 
tors, it includes pertinent clinical and pathologic con- 
siderations of the regional anatomy. 

The book is well indexed, and with the logical pro- 
gression of the presentation of each section, cross- 
references are found with ease. The volume is well 
illustrated, expanding the text; topical and deep anat- 
omy is unusually well related in diagrammatic sim- 
plicity. 


Primary Tumors of the Calvaria 


By Franklin Jelsma, M.D., Assistant Professor of 
Neurosurgery, University of Louisville. 110 pages. 
Springfield, Ill.: Charles C. Thomas, Publisher, 
1960. Price $7.00. 

This interesting small monograph, in length no 
more than that of a substantial review article, deals 
with a subject that has heretofore been distributed “in 
a piecemeal manner . . . through various text books 
dealing with bone tumors, roentgenology, pathology 
and widely scattered articles. . . .” It is based on 50 
cases from the author’s own practice, with a large 
number of clear x-ray and pathologic illustrations, 
arranged into three general sections: benign tumors of 
the calvaria, tumor-like lesions due to general disease 
processes, and malignant tumors. 


Despite the inclusion of such unusual tumor-like 
lesions as eosinophilic granuloma and leontiasis ossea, 
the author by design does not discuss the relatively 
more common metastatic tumors, secondary involve- 
ment of the calvarium by meningioma and tumors of 
the base of the skull, all of which would also enter 
into the differential diagnosis. This limitation is dis- 
appointing and detracts from the value of a publica- 
tion which will serve a real need but which could 
have been a first-rate reference work. Although this 
may have been because of a dearth of this material in 
his own records, the author has for completeness re- 
viewed primary tumors such as ossifying fibroma, 
fibrosarcoma, Ewing’s sarcoma and the rare chloroma 
which are not represented by personal cases. The 
writing could have been improved, chiefly by a less 
Prolific use of the comma. On page 96 the statement 
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in regard to myeloma, “There is some variation of 
opinion as to whether it should be classified as a neo- 
plastic disease,” seems ill-advised. Solitary plasma-cell 
tumors may indeed exist for some time prior to fur- 
ther clinical evidence of involvement at other sites, 
but the almost invariable occurrence of such unmis- 
takable progression leaves no doubt as to its neoplastic 
nature, Further, during the quiescent interval bone 
marrow studies other than direct biopsy of the solitary 
lesion are negative and are not “one of the best means 
of diagnosis.” 

The individual case reports are succinct, pertinent 
and read smoothly. A personal series such as this with 
multiple examples of a given entity provides an in- 
structive clinical and x-ray spectrum. In conjunction 
with the extensive bibliography, this book will be a 
useful, although not an exhaustive, aid to radiologists 
as well as interested clinicians. 


Basic Issues in Psychiatry 


By Paul V. Lemkau, M.D., Professor, Public Health 

Administration, School of Hygiene and Public 

Health, Johns Hopkins University. 106 pages. 

Springfield, Itl: Charles C. Thomas, Publisher, 

1958. Price $3.50. 

The audience for this book was and is the general 
practitioner. Its first audience consisted of those in 
attendance at a postgraduate medical educational pro- 
gram of the University of Florida. Internal medicine 
and pediatrics were also represented in the same lec- 
ture series. The representative for psychiatry and the 
author of these lectures speaks candidly for his spe- 
cialty, and he speaks from an uncommonly wide base 
of experience. His position as Professor of Public 
Health Administration with the Johns Hopkins Uni- 
versity undoubtedly permits and fosters considerable 
perspective. 

In the brief space of approximately 100 pages, the 
author presents data blended with his observations 
and opinions under five lecture topics: the size and 
range of mental health problems, the preservation of 
central nervous system tissue, the prevention of psy- 
chogenic illness, the treatment in psychiatry, and ad- 
ministration of psychiatric programs. 

This book’s second and current audience will be 
comprised by the readers of this and similar journals 
—and likely, with gratification. 


Respiratory Physiology and Its Clinical Application 


By John H. Knowles, M.D., Instructor in Medicine, 
Harvard Medical School. 247 pages. Cambridge, 
Mass.: Harvard University Press, 1959. Price $5.25. 
This is a survey, first of pulmonary processes and 
methodology, and then of clinical entities, presented 
in a short volume extremely well supplied with refer- 
ences. The book deserves accessibility to all. Its aim 
Continued on page 116 
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SOUTHERN MEDICAL ASSOCIATION 
Minutes of the Fifty-Fourth Annual Meeting, 
St. Louis, Missouri, October 31 — November 3, 1960 


FIRST GENERAL SESSION 
PRESIDENT’S LUNCHEON 


Tuesday, November 1, 12:30 p.m. 


The First General Session was held in the Gold Room of the 
Sheraton-Jefferson Hotel with some 200 members in attend- 
ance. Dr. Edwin Hugh Lawson, President, New Orleans, Louis- 
iana, presided. The invocation was given by Dr. Herbert A. 
Miller, Pastor, Westminster Presbyterian Church, St. Louis, 
Missouri. 

An address of welcome was delivered by Dr. Grayson Carroll, 
General Chairman for the St. Louis Meeting. 

Following the introduction of distinguished guests, Dr. Law- 
son called on Dr. Robert D. Moreton, Chairman of the Coun- 
cil, Fort Worth, Texas, who announced the names of recipients 
of Certificates of Appreciation. 

Dr. Lawson then called on Dr. Moreton to give the report of 
the Nominating Committee (Council). 

Dr. Moreton announced that the Council, serving as the 
Nominating Committee for the Association, wished to place the 
name of Dr. Lee F. Turlington, Birmingham, Alabama, before 
the membership for consideration for the office of President- 
Elect, to be installed at the Second General Session of the St. 
Louis Meeting. This action was necessitated by the untimely 
death of Dr. Tom D. Spies. 

There were no nominations from the floor and Dr. Turling- 
ton was elected President-Elect by acclamation. He then gave a 
brief acceptance speech. 

Continuing with the business session, certain amendments to 
the Constitution and Bylaws were introduced for first reading. 
The proposed amendment to Article 7 of the Constitution 
(Section Officers) which had been properly presented and 
adopted at the Atlanta Meeting, and had lain on the table for 
the required period of time, was called from the table and duly 
adopted. (Article 7—Section Officers—Amended by deleting 
the present last sentence and substituting the following: ‘“‘Each 
Section is encouraged to designate an Executive Committee or 
Advisory Committee, preferably made up of current officers 
and immediate past Chairmen, to aid in planning the work of 
the Section, evaluating papers for possible publication, and 
serving as a Nominating Committee when requested. The 
Chairmen and Secretaries of all Sections may be invited to 
meet with the President and the members of the Committee on 
Scientific Work immediately preceding or during each Annual 
Meeting. The Secretaries or representatives of all Sections may 
be invited to meet with the Committee on Scientific Work each 
winter, near February Ist.’’?) Actions on new amendments to 
the Constitution and Bylaws are recorded in the minutes of 
the Second General ion. 

Dr. Lawson introduced his special guest, Dr. Dale Alford, 
Member of Congress, Little Rock, Arkansas, who addressed the 
membership. 

After announcements, the First General Session was ad- 
journed. 


SECOND GENERAL SESSION 
PRESIDENT’S NIGHT 


Wednesday, November 2, 7:00 p.m. 


Following a Hospitality Hour in the Crystal Room, the Sec- 
ond General Session was held in the Gold Room of the 
Sheraton-Jefferson Hotel with Dr. Grayson Carroll of St. Louis, 
General Chairman, presiding. 

The invocation was given by Dr. J. Francis Sant, Rector, St. 
Michael’s and St. George’s Episcopal Church, St. Louis, Mis- 
souri. 

Following the annual dinner, attended by approximately 400 
members and guests, Dr. Carroll introduced a number of dis- 
tinguished guests, including the remaining 33 persons seated at 
the speaker’s table. 

Dr. Edwin Hugh Lawson, New Orleans, Louisiana, delivered 
his presidential address. 

Dr. Robert D. Moreton, Fort Worth, Texas, Chairman of 
the Council, gave a brief resumé of the actions of the Council 
at this meeting. 
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A new amendment to the Constitution (Article 3—Member- 
ship) which was introduced and will lie on the table until the 
next annual meeting is as follows: 


“Section 1. Members. The membership of this Association 
shall be limited to the white members of the state medical 
society of one of the following states, viz.: Alabama, Arkansas, 
District of Columbia, Florida, Georgia, Kentucky, Louisiana, 
Marvland, Mississippi, Missouri, North Carolina, Oklahoma, 
South Carolina, Tennessee, Texas, Virginia, West Virginia; to 
white medical officers of the United States Army, Navy, Public 
Health Service and Veterans’ Administration on active duty 
and to white American members of the Canal Zone Medical 
Association and the Puerto Rico Medical Association.” 


The following amendments to the Bylaws which were pre- 
sented for first reading at the First General Session, approved 
and duly laid on the table for the required one day, were sub- 
sequently approved at the Second General Session: 


Amend Chapter 2, Section 2, of the Bylaws to read as follows; 
“The President shall have authority to create commissions or 
committees for scientific investigations of special interest and 
importance to the profession and the public. He should receive 
and dispose of these reports in the proper channels. Any ex- 
penses incurred in such an operation must be approved by the 
Executive Committee.” 

Amend Chapter 2, Section 4, of the Bylaws to read as fol- 
lows: “‘No ess or paper before the jation, or any of 
its Sections, except the address of the President, the Section 
Guest Speakers, and other speakers on special programs or 
symposia, shall exceed fifteen minutes in presentation. The 
opening discussion shall be limited to five minutes and suc- 
ceeding discussions shall not exceed three minutes each. No 
member or guest may discuss any paper more than one time. 
The closing discussion is not to exceed five minutes.” 


Amend Chapter 3—Election of Officers, of the Bylaws by 
deleting the present Section 1 and Section 2 and inserting a 
new Section 1 as follows: ‘‘All elections shall be made by the 
type of ballot (secret, voice, or raising of hands) as the major- 
ity of those members present may desire. A majority of the 
votes shall be necessary for election. If no one receives a major- 
ity of the votes cast the member receiving the smallest number 
of votes shall be dropped and the balloting shall be repeated.” 
The present Section 3 becomes Section 2, the present Section 4 
becomes Section 3, and the present Section 5 becomes Section 4. 

Amend Chapter 4, Section 1 of the Bylaws to read as fol- 
lows: ‘‘The President shall preside at all general sessions of the 
annual meetings and all functions at which the Association is 
host. He shall appoint all committees not otherwise arranged 
for and may deliver an annual address at the general session to 
be held at a time and place decided upon by the Executive 
Committee. In meetings of the Council or the Executive Com- 
mittee, he shall cast a deciding vote in case of a tie. He shall 
perform such other duties as the definition of his office re- 
quires. The program for the general scientific sessions shall be 
formulated by the Committee on Scientific Work in consulta- 
tion with the President and the Executive Committee.” 

Amend Chapter 4, Section 3, of the Bylaws to read as fol- 
lows: ‘‘The Second Vice-President shall be a member of the 
Committee on Meeting Places and shall keep himself informed 
on the Constitution and Bylaws of the Association. He should 
be ready, on call of the President, to serve on committees or 
serve in any other capacity as designated by the President. He 
should assume the office of First Vice-President in case of 
vacancy of this office.” 

Amend Chapter 5 of the Bylaws by adding a new Section 6 
to read as follows: ‘‘There should be appointed annually by 
the President on nominations by the respective Councilor a 
Councilor Committee composed of five Associate Councilors 
from each state or district with the respective Councilor as 
Chairman. Such Councilor Committee shall stimulate interest 
in all activities of the Southern Medical Association.” 

Amend Chapter 7—Committees to read as follows: 

“Section 1. The standing committees of the Association shall 
be: (a) Committee on Meeting Arrangements, (b) Committee 
on Publications, (c) Committee on Scientific Exhibits, (d) 
Committee on Scientific Exhibit Awards, (e) Committee on 
Constitution and Bylaws, (f£) Committee on Employees’ Pen- 
sion Trust, (g) Committee on Finance, (h) Committee on 
History, (i) Committee on Insurance, (j) Committee on Jour- 
nal Advertising, (k) Committee on Medical Students, (1) Com- 
mittee on Meeting Places, (m) Committee on Personnel, (n) 
Committee on Nominations, (0) Committee on Scientific Work, 
(p) Committee on Scientific Exhibits Promotion. 
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“Section 2. The duties of the standing committees of the 
Association are as follows: 2a. The Committee on Meeting Ar- 
rangements shall be appointed by the President after consulta- 
tion with the President of the Host Society and the Executive 
Secretary of the Association. Monthly progress reports shall be 
given to the President and the Chairman of the Council each 
month relative to the arrangements made for the annual meet- 
ing. 2b. The Commitee on Publications shall consist of the 
Editor of the Journal, the Executive Secretary of the Associa- 
tion, and two members appointed from the Council. This 
Committee is an advisory committee to the Editor of the 
Journal and should function on call of the Editor to pass on 
any matters relative to publication which he deems necessary. 
2c. The Committee on Scientific Exhibits is appointed by the 
Chairman of the Council to review applications for scientific 
exhibits and to encourage the presentation of interesting ex- 
hibits by members of the Association and other scientists. 2d. 
The Chairman of the Council shall appoint a confidential 
Committee on Scientific Exhibit Awards for all scientific ex- 
hibits. This Committee shall be composed of five members, 
one of whom shall represent pathology, one medicine, one 
surgery, and two at large. At least one member of this Com- 
mittee shall be a member of the Council and shall serve as 
Chairman. The following standards may be followed in making 
awards: (1) originality, (2) practicability, (3) applicability to 
practice of medicine, (4) quality, (5) teaching value, (6) quan- 
tity, and (7) personal demonstration. 2e. The Committee on 
Constitution and Bylaws shall be appointed by the Chairman 
of the Council. This Committee should consist of five mem- 
bers, three of whom should be active Councilors. The senior 
class member shall act as Chairman. It will be the duty of this 
Committee to periodically review the Constitution and Bylaws, 
to receive suggestions from members of the Association relative 
to any changes which should be made, and to bring the sug- 
gested changes before the Councilor for approval. 2f. The Com- 
mittee on the Employees’ Pension Trust should be appointed 
by the Chairman of the Council. The constitution and duties 
of this Committee will be as descri in the Employees’ Pen- 
sion Trust agreement. 2g. The Committee on Finance shall be 
the Executive Committee. It will be responsible for periodi- 
cally reviewing the financial structure of the organization, pre- 
paring the annual budget and reporting at regular intervals to 
the Council. 2k. The Committee on History of the Southern 
Medical Association shall be appointed by the Chairman of 
the Council. It will be the duty of this Committee to add to 
the existing history, items of interest relative to the accom- 
plishments of members of the Association or such other items 
of interest as it deems necessary. 2i. The Committee on Insur- 
ance shall be appointed by the Chairman of the Council. It 
shall be the duty of this Committee to periodically review the 
insurance program of the Association and to work in liaison 
with the agent or carrier, to insure the success of the program 
and to see that member subscribers are adequately protected. 
2j. The Committee on Journal Advertising shall be appointed 
by the Chairman of the Council. It shall consist of the Busi- 
ness Manager of the Association, the Editor of the Journal, and 
three members of the Council. It shall be the duty of this 
Committee to review the items advertised in the Journal and 
to reject any items of questionable merit. 2k. The Committee 
on Medical Students shall be appointed by the Chairman of 
the Council. It shall be the duty of this Committee to issue 
invitations to the various medical schools selected to send senior 
medical students to the annual meetings, to make arrange- 
ments for travel and housing of these students and to provide 
for an interesting program for them. 2/ he Committee on 
Meeting Places shall be appointed annually by the Chairman 
of the Council. It shall be the duty of this Committee to re- 
view the invitations which have been submitted for annual 
meetings and to report to the Council. In liaison with the 
Business Manager and Executive Secretary, arrangements should 

made for meeting places for the annual meeting at least 
five years in advance. 2m. The Committee on Personnel shall 
be appointed by the Chairman of the Council at each annual 
meeting. At least one member of this Committee should reside 
in the area of the home office. It shall be the duty of this 
Committee to work in liaison with the Business Manager and 
the Executive Secretary in periodically reviewing any problems 
which arise relative to personnel employed by the organization. 
2n. The Committee on Nominations shall be appointed by the 
Chairman of the Council at each annual meeting and be an- 
nounced at the winter meeting of the Executive Committee. 
All members of this Committee shall be Councilors and one 
member shall represent each class with the oldest member in 
point of service acting as Chairman. It shall be the duty of 
this Committee to seek, receive, and consider names for all 
elective offices. A list of nominees shall be submitted to the 
Council as prescribed in the Constitution. The submission of 
such a list does not preclude nominations from the floor. The 
results of these nominations together with the report of the 
Council and elected officers shall be submitted to the general 
membership as the final order of business at the last general 
session. 20. The Committee on Scientific Work shall be ap- 
pointed by the Chairman of the Council to act in an advisory 
capacity to the Section Officers in the formulation of the pro- 
gram and in carrying out the policies of the Association in 
regards to scientific programs. 2. The Committee on Scientific 
Exhibits Promotion should be appointed annually by the 
Chairman of thé Council. It should be the duty of this Com- 
mittee to solicit exhibits of merit from the various medical 
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schools and from physicians at large for presentation at the 
annual meeting. 


“Section 3. Ad hoc committees, or such other committees as 
deemed necessary by the President or Chairman of the Council, 
may be appointed by the President or the Chairman of the 
Council as the necessity arises. 


“Section 4. A confidential committee of at least five mem- 
bers with the First Vice-President as Chairman to be known as 
the Committee on Special Awards, shall be appointed by the 
President to evaluate the scientific contributions of the various 
candidates for special awards. If suitable candidates are sel 
by the Committee, it shall submit the names of not more than 
three such members to the Council for each award. The Coun- 
cil may elect one for each respective award, which will be 
publicly presented at the last general session of that meeting.” 


Amend Chapter 8—Awards—to read as follows: 


“Section 1. There shall be a Distinguished Service Award of 
the Association which may be awarded annually to any mem- 
ber in recognition of outstanding contributions to the advance- 
ment of medical science. Any member of the Association shall 
be eligible to receive the award and nominations may be made 
by any member of the Association. 


“Section 2. There shall be a Research Medal which may be 
awarded from time to time to a member of the Southern Med- 
ical Association for meritorious and original research work 
provided the member has made contributions to medical sci- 
ence of sufficient importance to merit this distinction. 


“Section 3. There shall be a Seale Harris Medal which may 
be awarded to some member of the Association as recognition 
for important research accomplishment in the broad field of 
metabolism, endocrinology, nutrition, or for research which 
contributes to a better understanding of the chemical changes 
occurring in disease. 

“Section 4. Award for original research to be known as the 
“Southern Medical Association Award for Original Research in 
Medicine.” This award will consist of three prizes and three 
certificates to be given for original research in clinical medicine 
or the basic sciences as applied to medicine. The first prize will 
be $500.00, and the winner of this award will be required to 
present the prize winning essay at the annual meeting of the 
Association in the same year that the prize is won. The essay 
will be read in the sectional meeting to which it applies. The 
winner of the award will have all expenses incident to the 
meeting paid by the Association. The second prize will be 
$300.00, and the winner of this award will also be expected to 
present his paper at the annual meeting in the same year in 
which the prize is given, but his expenses will not be defrayed 
by the Association. The third prize will be $100.00. The re- 
cipient of any of these awards must either be a member or an 
associate member of the Association in one of the member 
states. The prime purpose of this award is to stimulate original 
research and to recognize the investigative efforts of the physi- 
cians in the Southern States. Announcements of this pro 
award will be published in the official publications of the 
Association, and the deans of the medical schools in the mem- 
ber states will be mailed suitable notices for posting on bulle- 
tin boards. The essays will be mailed to the President with a 
code number on the paper and the name of the candidate 
in a sealed envelope. These essays will be given by the Presi- 
dent to a confidential Committee for critical review and selec- 
tion of the winners. The Committee should be instructed that 
it is not necessary to have a prize winner each year and that 
the award is not to be given unless it is merited. The essays 
when mailed to the President must be accompanied by a pho- 
tograph and curriculum vitae for possible publication.” 

Due to the above amendments the present Chapter 8 now 
becomes Chapter 9—Dues; the present Chapter 9 now becomes 
Chapter 10—Fiscal Year; the present Chapter 10 now becomes 
Chapter 11—Rules of Order; and the present Chapter 11 now 
becomes Chapter 12—Amendments. 

Motion was made that the report of the Council, including 
the amendments to the Constitution and Bylaws, be accepted. 
The motion was duly seconded and carried unanimously. 


ELECTION OF OFFICERS 


As a part of the report of the Council, Dr. Moreton noted 
that the Council constitutes the Nominating Committee of the 
Association and placed the following names in nomination for 
the elective offices of the Association: 


President-Elect—Dr. A. Clayton McCarty, Louisville, Ken- 


tucky 

First Vice-President—Dr. Fount Richardson, Fayetteville, 
Arkansas 

Second Vice-President—Dr. Grayson Carroll, St. Louis, Mis- 
sour. 


Nominations from the floor were requested but none were 
received and upon motion duly made and seconded, the report 
of the Nominating Committee was accepted and the nominees 
were elected by acclamation. 


INSTALLATION OF THE PRESIDENT 


Dr. Lee F. Turlington of Birmingham, Alabama, who was 
elected President-Elect at the First General Session of the St. 
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Louis Meeting, was duly installed as President of the Associa- 
tion by the retiring President, Dr. Edwin Hugh Lawson. Dr. 
Turlington then presented Dr. Lawson with the Past Presi- 
dent’s Medal and presided for the remainder of the session. 


AWARDS 


Dr. Turlington introduced Dr. A. Clayton McCarty, Chair- 
man of the Awards Committee, who presented the SEALE 
HARRIS MEDAL to Dr. N. C. Hightower, Temple, Texas; 
the DISTINGUISHED SERVICE AWARD to Dr. Everett 
Lain, Oklahoma City, Oklahoma; and the RESEARCH 
MEDAL to Dr. Leslie V. Rush, Meridian, Mississippi. In the 
absence of Dr. Rush, Dr. Stanley A. Hill, Corinth, Mississippi, 
accepted the Research Medal on behalf of Dr. Rush. 

The following Scientific Exhibit Awards were then presented 
by Dr. McCarty: 

First Award—Joseph W. Kelso and Joseph W. Funnell, Uni- 
versity of Oklahoma School of Medicine, Oklahoma City, Okla- 
homa: Management of Gynecologic-Urologic Complications. 

Second Award—W. Crockett Chears, Jr., Cecil O. Patterson, 
John W. Fisher, Milford O. Rouse, Herbert A. Bailey, F. 
Clark Douglas, and C. T. Ashworth, University of Texas 
Southwestern Medical School and the Gastro-Intestinal Re- 
search Foundation, Dallas, Texas: Nontropical Sprue. 

Third Award—Gordon McHardy, Robert McHardy, Helen 
Von Fossen, Swan Ward, James A. Rogers, and John Lechert, 
Louisiana State University School of Medicine, New Orleans, 
Louisiana: Hypercholesterolemia in Gastroenterology. 

Honorable Mention—(1) Jesse T. Davis, Corinth, Mississippi: 
Nerve Injuries of the Hand. 

(2) Paul W. Boyles, William H. Meyer, and Paul U. Gerber, 
Jr., University of Miami Medical School and Jackson Memorial 
Hospital, Miami, Florida: Experimental and Clinical Use of 
Fibrinolysin. 

(3) Franklin L. Angell, Edgar N. Weaver, and John A. 
Martin, Roanoke, Virginia: Premature Craniosynostosis—A Vis- 
val Classification and A Report of Cases. 


(4) Robert B. Dodd and William A. Sims, Jr., Barnes Hos- 
pital and Washington University School of Medicine, St. Louis, 
Missouri: Electrocardiographic Monitoring During Anesthesia 
and Surgery. 

(5) Lewis J. Doshay, Columbia Presbyterian Medical Center, 
New York, New York: New Horizons in Parkinson Therapy. 

(6) Joseph J. Litschgi, Cook County Hospital and Hektoen 
Institute tor Medical Research, Chicago, Lllinois: Roentgen 
and Hematological Manifestations of the Congenital Hemolytic 
Anemias. 

The winners of the GOLF TROPHIES were as follows: 

New Orleans Item Cup (low gross junior class)—Raleigh R. 

White, Temple, Texas 
Miami Daily News Trophy (low gross senior class)—James 
R. Meador, St. Louis, Missouri “— 
Dallas Morning News Cup (low net with handicap)—Paul 
Ledbetter, Jonesboro, Arkansas 


ENTERTAINMENT 


Following the adjournment of the Second General Session, 
Dr. Turlington introduced Dr. Clinton W. Lane, Chairman of 
the Entertainment Committee. Dr. Lane and his Committee 
were responsible for a most outstanding evening of entertain- 
ment. Dr. Lane introduced the Master of Ceremonies and 
turned the program over to him. 


PROCEEDINGS OF THE EXECUTIVE 
COMMITTEE 


Atlanta, Georgia, November 19, 1959, 9:30 a.m. 


The Executive Committee of the Southern Medical Associa- 
tion met in the Sky Room of the Dinkler Plaza Hotel at 9:30 
a.m., November 19, 1959, immediately following a breakfast 
with the Medical Student Representatives. Those present were 
Dr. Robert D. Moreton, Chairman, Fort Worth, Texas; Dr. 
George D. Wilson, Vice-Chairman, Asheville, North Carolina; 
Dr. Donald S. Daniel, Richmond, Virginia; Dr. J. Garber 
Galbraith, Birmingham, Alabama; Dr. Edwin Hugh Lawson, 
President, New Orleans, Louisiana; and Dr. Tom D. Spies, 
President-Elect, Birmingham, Alabama. Dr. Harry M. Robin- 
son, Jr., Baltimore, Maryland, was absent. Sitting with the 
Executive Committee were Dr. R. H. Kampmeier, Editor of 
the SOUTHERN MEDICAL JOURNAL, Nashville, Tennessee; 
Mr. Robert F. Butts, Business Manager and Associate Execu- 
tive Secretary and Treasurer, Birmingham, Alabama; and Mrs. 
Martha D. Hamilton, Birmingham, Alabama. 

The members of the Executive Committee agreed that a 
follow-up should be done on the twelve medical students who 
attended the Atlanta meeting as guests of the Association. The 
Medical Students Committee will write these students and in- 
vite them to become Associate Members as soon as they begin 
their internship. Dr. Kampmeier, as Co-Chairman of the Med- 
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ical Students Committee, will write the letter and send it to 
the home otfice tor mailing. 

The Executive Committee again discussed the dates of the 
Executive Committee meeting in Birmingham. The dates, Jan- 
uary 23-24, 1960, were decided upon definitely. The members 
of the Committee expressed a desire to begin this meeting 
with a luncheon on Saturday noon, January 23, and end the 
meeting with a luncheon on Sunday, January 24. 


The Executive Committee suggested that Mr. Butts begin 
looking for a young man to bring into the office as a trainee. 
This matter will be discussed at the Executive Committee 
meeting in Birmingham, January 23-24. 

The Executive Committee expressed their appreciation to 
Mr. Butts for fine work done in connection with the Atlanta 
meeting. 

The Ry omy of pre-registration was brought up. It was 
suggest that perhaps a pre-registration by mail about two 
weeks prior to the meeting could be done and have a special 
window at the auditorium to take care of those who had 
registered by mail. 

Dr. Daniel made the motion that the Executive Committee 
request the Section Secretaries not to schedule any luncheons 
or other meetings on the day of the President’s Luncheon. The 
motion was seconded and carried. 

It was suggested that the Executive Committee notify the 
Council that all nominations must be sent directly to the 
Selection Committee. 

The Executive Committee discussed having the Council 
meetings the two days preceding the meeting and have only a 
breakfast meeting early Monday morning, so that the members 
of the Council could take in more of the scientific portions of 
the program. 

It was suggested that the Awards Committee hold their 
meeting earlier so that they will not hold up completion of 
business before the Council. 

Dr. Daniel pointed out the bad timing in connection with 
panel discussions. He suggested that panelists speak for five 
minutes only, leaving more time for the question and answer 
— He also suggested that the panelists be placed at one 
table. 

Dr. Moreton moved that the meeting of the Executive Com- 
mittee be adjourned. Motion seconded and carried. 


PROCEEDINGS OF THE EXECUTIVE 
COMMITTEE 


January 23, 1960, 2:00 p.m. 


R: Alah 


The Executive Committee of the Southern Medical Associa- 
tion met in the Iron Room of the Dinkler-Tutwiler Hotel at 
2:00 p.m. following a luncheon. ‘Those present were Dr. Robert 
D. Moreton, Chairman, Fort Worth, Texas, presiding; Dr. 
George D. Wilson, Vice-Chairman, Asheville, North Carolina; 
Dr. J. Garber Galbraith, Birmingham, Alabama; Dr. Harry M. 
Robinson, Jr., Baltimore, Maryland; Dr. Donald S. Daniel, 
Richmond, Virginia; Dr. Edwin Hugh Lawson, President, New 
Orleans, Louisiana. Dr. Tom D. Spies, President-Elect, Bir- 
mingham, Alabama, was unable to attend the meeting. Sitting 
with the Executive Committee were Mr. V. O. Foster, Execu- 
tive Secretary-Treasurer, Birmingham, Alabama; Mr. C. P. 
Loranz, Advisor and Special Consultant, Birmingham, Ala- 
bama; Mr. Robert F. Butts, Business Manager and Associate 
Executive Secretary and Treasurer, Birmingham, Alabama; 
and Martha D. Hamilton, Birmingham, Alabama. Mr. Charles 
O. Finley, Mr. Paul Fisher, and Mr. Robert Miles, all of 
Chicago, Illinois, were present during portions of the meeting. 


Dr. Moreton called the meeting to order and stated that since 
Dr. Robinson had very little time, he would ask Dr. Robinson 
to make his report on the activities of the Constitution and 
Bylaws Committee. 


Dr. Robinson stated that he had sent copies of the Consti- 
tution and Bylaws, as revised January 1, 1960, to all Coun- 
cilors and General Officers asking for suggestions. He then 
gave a report on the suggested revisions of the Constitution 
and Bylaws of the Southern Medical Association, and with 
minor changes, it was moved and seconded that the report of 
the Committee be accepted. The motion carried. 

Dr. Robinson made a motion that after the various correc- 
tions, insertions, deletions, revisions, et cetera are made to the 
Constitution and Bylaws, that it be handed to counsel for 
proper phrasing and legal construction, then be returned to 
the Committee for its approval, before being approved by 
the Council. Dr. Wilson seconded this motion and it carried. 

At this time, Dr. Moreton called for an Executive Session of 
the Executive Committee, with only the members of the Execu- 
tive Committee and the Personnel Committee present. 
following is a summary of the Report of the Personnel Com- 
mittee to the Executive Committee and the actions subsequently 
taken on this report by the Executive Committee: 


REPORT OF THE PERSONNEL COMMITTEE 


The Personnel Committee composed a letter suggesting the 
status of Professional Relations Counselor to be considered by 
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the Executive Committee. His salary would be in proportion 
to the amount of work and responsibilities performed by the 
Professional Relations Counselor. The Executive Committee 
then moved that a Professional Relations Counselor’s duties 
include the following: 

1. Promotion of state Councilors and state Associate Coun- 


cilors. 


2. Series of articles entitled “‘Know Your Southern Medical 
Association.” 

8. Any other duties deemed necessary by the Personnel Com- 

mittee and the Executive Secretary. 

The Personnel Committee proposes that Mr. C. P. Loranz 
have an extension of 30 days to complete the history of the 
Southern Medical Association and act as Advisor and Special 
Consultant to Mr. Robert F. Butts, Executive Secretary, until 
the termination of the fiscal year, with a salary of $5,000 to be 
pro-rated monthly. 


EXECUTIVE COMMITTEE ACTIONS ON THE REPORT 
OF THE PERSONNEL COMMITTEE 


Dr. Robinson moved, Dr. Wilson seconded, that Mr. Robert 
F. Butts be made the official Executive Secretary of Southern 
Medical Association. The motion carried. 

Dr. Daniel moved, Dr. Lawson seconded, that: (1) remunera- 
tion of Professional Relations Counselor’s salary be $14,000 per 
annum, effective February 1, 1960, and (2) remuneration of 
Executive Secretary be a salary at the rate of $16,000 per an- 
num, effective February 1, 1960. The motion carried. 

Mr. V. O. Foster met with the Personnel Committee and the 
Executive Committee and accepted and agreed on duties as 
Professional Relations Counselor at a salary of $14,000 per 
annum. 

Mr. Robert F. Butts met with the Personnel Committee and 
the Executive Committee and accepted and agreed on duties as 
Executive Secretary at a salary of $16,000 per annum. 

The Executive Committee continued the meeting in a regu- 
lar session with Dr. Moreton calling for a review of the minutes 
of previous meetings: 

of over-all meeting—November 16-19, 


b. Atlanta—Minutes of Executive Committee meetings: 
1. November 16, 1959 
2. November 19, 1959 

It was moved and seconded that these mi be app 
as printed. The motion carried. 

Dr. Moreton called in Mr. Finley, Insurance Administrator 
for Southern Medical Association, Chicago, Illinois, and Mr. 
Fisher, Continental Casualty Company, Chicago, Illinois. Mr. 
Fisher was requested to give his proposal on the business over- 
head policy to the Executive Committee. 

oo Fisher gave the following data on the business overhead 
policy: 

benefits for 12 months, beginning with the 30th day 
maximum coverage—$1,000 per month 


Under 40 40-49 50-59 60-69 
$7.35 $9.50 $13.00 $18.40 
(based on $50.00 increments) 


a 


Mr. Fisher then presented Amendment Rider No. 1 which, 
if approved, is to attached to and become a part of Policy 
No. 13-A-6818. The rider reads as follows: 

“It is hereby agreed that the policy to which this rider is 
attached is amended as follows: 
It is hereby agreed as respects eligible Members of the 

Holder under 55 years of age for whom written application 

is made and accepted by the Company, and for whom the 
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required premium is paid, the following classifications are 
added to the Schedule of Indemnities and Premiums ap- 
plicable thereto appearing on Page One of the policy. (See 
Schedule at bottom of page.) 


Mr. Fisher stated that if Southern Medical Association would 
accept Continental Casualty’s proposal on the business overhead 
plan and accept Amendment Rider No. 1 for Policy No. 13-A- 
6818, Group Disability Insurance Program, which raises the 
monthly benefits up to $500.00 and $600.00 per month, they 
will liberalize on nursing benefits by paying 75% of the ex- 
pense actually incurred for both registered nurses’ and licensed 
practical nurses’ service while in the hospital, providing a 
registered nurse is not available and the attending physician 
certifies that a special nurse is necessary. 


Dr. Moreton called in Mr. Robert Miles, Lumbermens Mu- 
tual Casualty Company, who gave the following report on the 
Association’s Accidental Death and Dismemberment Group 
Insurance Program: 


Southern Medical Association, Accidental Death & 
Dismemberment 
Incurred Losses 


Earned Premium Loss Ratio 


$149,000.00 $278,000.00 
Combined Accidental Death & Dismemberment 
Earned Premium Incurred Losses Loss Ratio 
$555,000.00 $1,180,000.00 213% 


Mr. Miles presented the following suggestions for stabilizing 


this policy: Reduce all members to a maximum of $150,000.00, 
in other words, continue the program the way it is reducing 
on renewal physicians who have $200,000 or $250,000 down to 
$150,000 po increase the premium rate from 90c per thousand 
to $1.35 per thousand, and continue paying full benefits for 
single dismemberment or loss of an eye. 

Mr. Miles made the following proposal on a business over- 
head policy for Lumbermens Mutual Casualty Company: 


Maximum—$1,000 per month 
1 years’ duration, with a 30 day waiting period 


Under 40 40-49 50-59 60-69 
$11.50 $15.00 $20.00 $29.00 
(based on $100.00 increments) 


OR 


Maximum—$1,000 per month 
18 months’ duration, with a 30 day waiting period 


Under 40 40-49 50-59 60-69 
$12.50 $16.50 $22.00 $32.00 
(based on $100.00 increments) 


Dr. Moreton adjourned the meeting until after dinner. 


8:45 p.m. 

Dr. Moreton called the meeting to order and called on Dr. 
Galbraith for a report from the Employees’ Pension Trust 
Committee. 

Dr. Galbraith gave a brief verbal report on the status of the 
Employees’ Pension Trust Fund and made the motion that 
$6,000 be added to the Fund at this time. Dr. Wilson seconded 
the motion and it carried. 

Dr. Moreton requested Dr. Galbraith and Mr. Butts to look 
further into the status of the Fund in order that this program 
might be further stabilized. 


At this time the Executive Committee reviewed suggestions 
made by Dr. Jack C. Norris during a meeting of the Council 


SCHEDULE 


Premiums applicable at Insured’s age when Insurance becomes effective and at his attained age on Premium Renewal Due Dates: 


Monthly Under Age 40 
Plan Class Indemnity Annual Semi-Annual 
i AAA $600.00 $218.00 $109.50 
1 AA 500.00 182.00 91.50 
2 AAA $600.09 $153.00 $ 77.00 
2 AA 500.00 128.00 64.50 
3 AAA $600.00 $110.00 $ 55.50 
3 AA 500.00 92.00 46.50 


Age 40 thru 49 Age 50 thru 59 


Annual Semi-Annual Annual Semi-Annual 
$266.00 $133.50 $344.00 $172.50 
222.00 111.50 287.00 144.00 
$186.00 $ 93.50 $242.00 $121.50 
155.00 78.00 202.00 101.50 
$134.00 $ 67.50 $171.00 $ 86.00 
112.00 56.50 143.00 72.00 


This rider takes effect on January 15, 1960, 12:01 A.M., Standard Time, at Birmingham, Alabama; it expires concurrently with 
mo aad to which it is attached and is subject to all the definitions, conditions and provisions of the policy not inconsistent here- 
with. 


Attached to and made a part of Policy No. 13-A-6818 issued to Southern Medical Association by the Continental Casualty Company, 
General Office, Chicago, Illinois, but the same shall not be binding upon the Company unless countersigned by its duly authorized 


agent. 


Licensed Resident Agent 
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in Atlanta, Georgia, November 14, 1959, and which had been 
referred to the Executive Committee. These suggestions and 
the action taken on each are as follows: 

“a. That the Council allow one round trip airplane ticket 
from home to the meeting attended by the Councilors or 
members of the Board of Trustees. Should the Councilors or 
the Trustees so desire, they need not accept the money.” 

Dr. Daniel made the motion that this not be done. Dr. 
Wilson seconded the motion and it carried. 

“b. That a certificate be given to a member after he has 
been a member of Southern Medical Association for 35 or 
50 vears.’ 

Dr. Daniel made the motion that this not be done and that 
the Association continue handling honorary memberships in 
the present manner. Dr. Wilson seconded the motion and it 
carried. 

“c. That the Council arrange to have a little plaque or 
certificate to give to a Councilor at the end of his five-year 
term.” 

Dr. Galbraith made the motion that a certificate of appre- 
ciation be given to Past Councilors and also to Past Presi- 
dents. Dr. Daniel seconded the motion and it carried. 
Certificates designed for Past Councilors, Medical Student 

Representatives and for certain classes of Associate Members 
were presented to the Executive Committee for approval. The 
motion was made that these certificates be accepted. Dr. Wilson 
seconded the motion and it carried. 

Dr. Moreton called for a discussion on setting up the me- 
chanics for screening applicants for associate membership under 
Class 3 (interns and residents). Dr. Daniel made the motion 
that the Councilors and Associate Councilors be responsible for 
screening the interns and residents in their respective states. 
Dr. Wilson seconded the motion and it carried. 

The motion was made, seconded and carried that the first 
Associate Membership under Class 5 would be bestowed upon 
Mr. C. P. Loranz, the next Associate Memberships under Class 
5 to be for the officers of Southern Medical Association, then 
other Executive Secretaries. 

The meeting of the Executive Committee was temporarily 
postponed while the Insurance Committee held a meeting by 
means of a telephone conference. Participating in the conference 
were Dr. Robert D. Moreton, Chairman of the Insurance Com- 
mittee. Fort Worth, Texas; Dr. Fount Richardson, Fayetteville, 
Arkansas: Dr. J. Garber Galbraith, Birmingham, Alabama; Dr. 
J. W. Jervev, Jr.. Greenville, South Carolina; and Dr. Vernon 
D. Cushing, Oklahoma City, Oklahoma. 

The Executive Committee resumed its meeting following the 
telephone conference of the Insurance Committee. Dr. Moreton 
gave the following report for the Insurance Committee: 

The Insurance Committee of the Southern Medical Association 
presents the following recommendations to the Executive Com- 
mittee for approval: 

(1) That the proposal presented by Mr. Miles, Lumber- 
mens Mutual Casualty Company, on the business overhead 
plan be accepted. 

(2) That the rate increase of 90c to $1.35 per thousand, with 
a limit of $150,000 on the Accidental Death and Dismember- 
ment policy with Lumbermens Mutual Casualty Company be 
approved. 

(3) That the Amendment Rider No. 1 as presented by Mr. 
Fisher of Continental Casualty Company be accepted and 
become a part of Policy No. 13-A-6818, Group Disability 
Insurance Program. 

(4) That the Insurance Committee write a letter to the 
Continental Casualty Company requesting coverage for both 
registered nurses’ and licensed practical nurses’ service in 
the hospital, providing a registered nurse is not available 
and the attending phvsician certifies that a special nurse is 
necessary, with a review of premium rates at the annual 
meeting of the Association, October 31-November 3, 1960. 
Dr. Daniel made the motion that the report and recom- 

mendations of the Insurance Committee be accepted. Dr. Wil- 
son seconded the motion and it carried. 

Dr. Wilson presented a proposed certificate of attendance 
designed for the Medical Student Representatives and a copy 
of the proposed Medical Students Brochure. Dr. Wilson then 
stated that the Medical Student Representatives Committee 
recommends that the following medical schools be invited to 
send a representative to the Saint Louis meeting, October 31- 
November 3, 1960: 

Saint Louis University School of Medicine 

Washington University School of Medicine 

University of Missouri School of Medicine 

University of Oklahoma School of Medicine 

University of Arkansas School of Medicine 

University of Louisville School of Medicine 

Vanderbilt University School of Medicine 

University of Tennessee College of Medicine 


In view of the close geographic distribution and having 
only eight schools which will balance our rotation of the 


Southern states, the Committee feels that this would pay for 
the brochure. 


Dr. Wilson moved that the report of the Medical Student 
Representatives Committee be accepted, the program con- 
tinued, and that the proposed certificate of attendance and the 
medical students brochure be put into effect beginning with 
the = meeting. Dr. Daniel seconded the motion and it 
carried. 


Mr. Butts gave a brief summary on the Financial State- 
ment for the First Quarter, October 1-December 31, 1959. Dr. 
Wilson moved that the Financial Statement be received, Dr. 
Daniel seconded the motion and it carried. 

Dr. Moreton called on Mr. Butts for a report on the prep- 
arations for the Saint Louis meeting. Dr. Lawson read a letter 
from Dr. Grayson Carroll, General Chairman for the Saint 
Louis meeting, which gave a brief summary of the actions of 
the local Committees on Arrangements. Dr. Lawson said that 
he would personally acknowledge this letter. 

Mr. Butts briefly summarized the physical facilities avail- 
able in Saint Louis for the meeting. 

Mr. Butts presented the Executive Committee a proposal 
from Smith Kline & French Laboratories whereby a_ closed 
circuit color television program would be made available for 
the Saint Louis meeting. The motion was made by Dr. Daniel 
that the proposal be accepted and that the color television 
program be worked out by the Committee on Scientific Work 
and the local Committee on Color Television. The motion was 
seconded by Dr. Galbraith and it carried. 

Mr. Butts then presented a request from the Section Offi- 
cers that they be allowed to take advantage of proposals pre- 
sented by Merck Sharp & Dohme Postgraduate Teaching Fund 
and Eaton Laboratories. The motion was made by Dr. Wilson 
that the Sections be allowed to take advantage of these pro- 
— if desired. Dr. Daniel seconded the motion and it car- 
Ti 

The over-all arrangement of the meeting was discussed and 
the following plans made: 


Friday, October 28, 12:00 noon—Ist Executive Committee 
Meeting—Luncheon 

Saturday, October 29, 8:00 a.m.—Ist Council Meeting— 
Breakfast 


Saturday, October 29, 12:30 p.m.—Council Luncheon 

Saturday, October 29, 7:00 p.m.—Council Dinner (will try 
to finish Council Business on Saturday night) 

Sunday, October 30, 8:30 a.m.—2nd Council Meeting— 
Breakfast 


Monday, October 31, 12:00 noon—dAssociate Councilors 
Luncheon (Auditorium) 
Monday, October 31, 6:30 p.m.—Medical Students Dinner 
Tuesday, November 1, 12:30 p.m.—President’s Luncheon 
Wednesday, November 2, 7:30 p.m.—President’s Night 
inner Dance 

Dr. Galbraith suggested that a timely subject to be con- 
sidered for a special symposium would be “Cerebral Vascular 
Disease.’ He stated that he would be happy to work on such 
a symposium and it was decided by the Executive Committee 
to refer this suggestion to the Committee on Scientific Work at 
Secretaries Conference, Saint Louis, February 6-7, 


Mr. Butts presented the following recommendations by the 
Editor, Dr. R. H. Kampmeier: 


Dr. R. H. Kampmeier, Editor of the SOUTHERN MEDI- 
CAL JOURNAL, being out of the country in connection 
with his teaching duties and thus, unable to attend the 
meeting, has asked that the following matters be brought 
before the Executive Committee: 


(1) The Editor has been approached by a representative of 

the Southeastern Society of Plastic and Reconstructive Sur- 
gery with a proposal whereby papers presented before that 
organization’s annual sessions would be made available for 
possible publication in the SOUTHERN MEDICAL JOUR- 
NAL. All members of this organization are Diplomates of 
the American Board of Plastic and Reconstructive Surgery. 
Before any paper is submitted for possible publication, it 
would be screened by officers of that organization and then 
submitted to the Editorial Board of the SOUTHERN 
MEDICAL JOURNAL for final decision as to publication. 
No blanket commitment would be made to_ publish 
papers, however, it is anticipated that if the SOUTHERN 
MEDICAL JOURNAL were to be the official publication 
medium of any organization, abstracts of all their papers 
(6-8 or so), could advantageously be published in the 
JOURNAL. There is a possibility of getting 4 or 5 good 
papers from this source each year which could be used in 
the JOURNAL since, with the increased number of guest 
speakers and panel discussions at our annual sessions, the 
number of papers from that source each year is decreasing. 
In addition to this organization a similar proposal will no 
doubt be forthcoming from the Southern section of one of 
the other specialty groups. 

Dr. Galbraith moved that the Executive Committee accept 
this proposal; Dr. Wilson seconded the motion and it car- 
ried. 
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(2) Appropriation of the sum of $1,000 to cover the cost 
of carrying a Clinico-pathologic Conference in the SOUTH- 
ERN MEDICAL JOURNAL for a period of a year. Ar- 
rangements can made with Dr. J. F. . McManus, 
Professor of Pathology, University of Alabama Medical 
School and also a member of the Editorial Board, for one 
of his residents to prepare this material. The plan could be 
started as of July 1 with the arrival of a new group of 
residents. The first Clinico-pathologic Cen would 
appear in the September 1960 issue of the JOURNAL and 
continue to September 1961. This matter was onto with 
the members of the Editorial Board at the Atlanta meeting 
and met with unanimous approval. Because of the time 
necessary to get the mechanics underway, to have the 
Clinico-pathologic gg transcribed and photographs 
made, edited, and the like, it would be necessary to have 
the same resident do this for a period of at least a year. 
The Board felt that a Clinico-pathologic Conference should 
be tried on an annual basis per school. 


Dr. Daniel moved that the Executive Committee approve 
this proposal; Dr. Wilson seconded the motion and it 
carried. 

(3) The Constitution provides that the Editor may ap- 
point, by and with the consent of the Council, assistant or 
associate editors and/or an Editorial Board. This year the 
terms of Dr. William F. Rienhoff, Jr., and Dr. Curtice Rosser 
as members of the Editorial Board expire. Both have served 
well and the Editor would like to reappoint these gentlemen 
for a new term of five years. 


Dr. Wilson moved that the Executive Committee approve 
these pena Dr. Lawson seconded the motion and 
carrie 


The following stipulations in regards to future contracts 
with employees, to be inserted in the yore | ~ in the 
Constitution and Bylaws, having been submitted to the legal 
advisor of the Association for proper legal construction, were 
recommended by Dr. Daniel: 


(a) In the event any contract of employment between the 
Association and an employee is for a term beyond the Asso- 
ciation’s fiscal year, such contract of employment shall be 
made terminable by either party at the end of each fiscal 
vear in the event the employee becomes unable to fulfill his 
duties and obligations for any reason at the discretion of the 
Personnel Committee and the Executive Committee and the 
Council of the Association. 


(b) In the event an employee of the Association attains 
normal retirement age as specified in the Retirement Trust 
Agreement of the Southern Medical Association, his employ- 
ment contract shall not be for more than one (1) year, 
subject to renewal on a year-to-year basis, upon approval of 
the Association and the employee. 

Dr. Wilson made the motion that these stipulations be 
accepted and submitted to the Committee on Constitution and 
Bylaws. Dr. Galbraith seconded the motion and it carried. 

A — to adjourn the meeting was made, seconded and 
carried. 


PROCEEDINGS OF THE EXECUTIVE 
COMMITTEE 


Conference Call, June 7, 1960 


Upon call of the Chairman, Dr. Robert D. Moreton, a Con- 
ference Call Meeting of the Executive Committee of the 
Southern Medical Association was held June 7, 1960. Partici- 
pating were Dr. Robert D. Moreton, Chairman, Fort Worth, 
Texas, presiding; Dr. George D. Wilson, Vice-Chairman, Ashe- 
ville, North Carolina; Dr. Harry M. Robinson, Jr., Baltimore, 
Maryland; Dr. Donald S. Daniel, Richmond, Virginia; Dr. J. 
Garber Galbraith, Birmingham, Alabama; and Dr. Edwin Hugh 
Lawson, President, New Orleans, Louisiana. The other mem- 
ber of the Executive Committee, Dr. Tom D. Spies, President- 
Elect, Birmingham, Alabama, expired on February 28, 1960. 
Also participating were Dr. Milford O. Rowse, Dallas, Texas; 
Mr. Robert F. Butts, Birmingham, Alabama; and Martha D. 
Hamilton, Birmingham, Alabama. 

Dr. Robert D. Moreton presented to the Executive Commit- 
tee a report of the Personnel Committee regarding the status 
of Mr. V. O. Foster. Included in the report of the Personnel 
Committee was a letter from Mr. Foster requesting a change in 
status as of December 1, 1960, from Professional Relations 
Counselor to retirement by virtue of disability, a letter from 
Mr. Foster’s physician, Dr. H. M. Ritchey, a report from the 
Actuary of the Employees’ Pension Trust Fund, and recom- 
mendations to the Executive Committee from the Personnel 
Committee. 


After full discussion by all members of the Executive Com- 
mittee, the following motion was presented by Dr. Harry M. 
Robinson: 

“As Mr. V. O. Foster has requested retirement, the 
Executive Committee recommends that it be granted and as, 
according to his doctor’s statement, he is totally disabled, the 
Executive Committee feels that the retirement should’ be- 
come effective at once.’ 

After being seconded by Dr. Donald S. Daniel, the motion 
Was voted upon and was adopted unanimously. 
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After additional discussion Dr. Donald §S. Daniel made the 
following motion: 


“The Executive Committee recommends to the Retirement 
Committee of the Employees’ Pension Trust Fund that 
should benefits be granted from the Employees’ Pension 
Trust Fund, they be dispersed over a period of not less than 
three (3) years.’ 

Dr. J. Garber Galbraith seconded this motion and it was 
voted upon and adopted unanimously. 

There being no further business, Dr. Moreton adjourned the 
meeting. 


PROCEEDINGS OF THE EXECUTIVE 
COMMITTEE 


St. Louis, Missouri, October 28, 1960, 12:00 noon 


The Executive Committee of the Southern Medical Associa- 
tion met in Public Function Room No. 6 of the Sheraton- 
Jefferson Hotel at 12:00 noon, immediately following a lunch- 
eon. Those present were Dr. Robert D. Moreton, Chairman, 
Fort Worth, Texas, presiding; Dr. George D. Wilson, Vice- 
Chairman, Asheville, North Carolina; Dr. Harry M. Robinson, 
Jr., Baltimore, Maryland; Dr. Donald S. Daniel, Richmond, 
Virginia; Dr. J. Garber Galbraith, Birmingham, Alabama; Dr. 
Edwin Hugh Lawson, President, New Orleans, Louisiana. The 
other member of the Executive Committee, Dr. Tom D. Spies, 
President-Elect, Birmingham, Alabama, is now deceased. Sitting 
with the Executive Committee were Robert F. Butts, Executive 
Secretary and Treasurer and Business Manager, Birmingham, 
Alabama, C. P. Loranz, Advisor and Special Consultant, Bir- 
mingham, Alabama, Martha D. Hamilton, Administrative As- 
sistant, Birmingham, Alabama, and Dr. Clifford C. Snyder, 
Miami, Florida. 

The meeting was called to order by Dr. Moreton who called 
on Dr. Snyder to present his proposal. 


Dr. Snyder announced to the Executive Committee that he 
had been appointed the representative from the Southeastern 
Plastic and Reconstructive Surgery Society to propose that a 
Section on Plastic and Reconstructive Surgery be organized in 
the Southern Medical Asscoiation. He presented in detail the 
purposes and objectives of the Southeastern Plastic and Recon- 
structive Surgery Society and explained that its membership 
voted unanimously to become members of the Southern Medical 
Association. There are approximately 123 members of the 
Southeastern Plastic and Reconstructive Surgery Society at 
present. He also pointed out that by becoming a Section within 
the Southern Medical Association, their members would have 
the advantages of belonging to a large, select group and would 
be able to secure help from present members of Southern Med- 
ical concerning executive problems, etc. 

Dr. Moreton thanked Dr. Snyder for appearing before the 
Executive Committee and told him he would be notified of the 
action taken immediately following the Council meeting on 
October 29, 1960. Dr. Snyder was excused from the meeting. 

Dr. Robinson made the motion that the Association create a 
Section on Plastic and Reconstructive Surgery as per the request 
of the Southeastern Plastic and Reconstructive Surgery Society. 
The new Section must, of course, abide by the rules and regu- 
lations of the Southern Medical Association and the South- 
eastern Plastic and Reconstructive Surgery Society shall be re- 
sponsible for the organization of said Section. The motion was 
seconded by Dr. Wilson, was voted upon and unanimously 
approved. 

The Minutes of the Executive Committee ae Novem- 
ber 19, 1959, Atlanta, Georgia; January 23, 1960, Birmingham, 
Alabama; and the Conference Call on June 7, 1960, were re- 
viewed. Dr. Galbraith made the motion that the Minutes of 
these three meetings be accepted and approved. Dr. Robinson 
seconded the motion and it carried. 

The Report of the Editor, Dr. R. H. Kampmeier, was re- 
viewed. Dr. Robinson made the motion that the Report of the 
Editor be accepted and approved with commendation. Dr. 
Galbraith seconded the motion and it carried. 

The Report of the Business Manager, Robert F. Butts, was 
presented by Mr. Butts. Dr. Robinson made the motion that 
the Report of the Business Manager be accepted and approved 
with commendation. Dr. Wilson seconded the motion and it 
carried. 

The Report of the Executive Secretary and Treasurer, Robert 
F. Butts, was presented by Mr. Butts. 

Dr. Moreton called the Executive Committee into session as 
the Finance Committee of the Association and after a study of 
og Financial Statement for the fiscal year ending September 

, 1960, the following recommendations were made: 

ye That a one (1) year operating reserve be established 
and maintained. 

(2) That the Association should not maintain a balance of 
over $50,000.00 in its Regular Checking Account and 
that any amount over this figure be transferred into one 
of the present interest-bearing accounts or placed in ad- 
ditional interest-bearing accounts, if necessary. 

(3) That a reserve fund for replacement of the building be 
established and that consideration be given for continued 
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rental of the building on an equitable basis even though 
the principal of the building debt may be reduced and 
that this rental money be deposited in the Building 
Reserve Fund. 


That in case of the death of a life member, the excess 
funds in this member’s account be transferred from the 
Life Membership Reserve Account to the Building Fund 
as a memorial to the individual member and that his 
name be permanently inscribed in the ‘‘2601” book 


Dr. Daniel made the motion that these recommendations be 
approved by the Finance Committee and be presented to the 
Council for further action. Dr. Robinson seconded the motion 
and it carried. 

The meeting of the Finance Committee was adjourned. 

Dr. Moreton called the Executive Committee into Executive 
Session. The tentative budget presented as a part of the Report 
of the Executive Secretary and Treasurer was reviewed. The 
motion was made to accept the Budget with amendments. The 
motion was seconded and carried unanimously. 

Dr. Robinson made the motion to accept and approve the 
Report of the Executive Secretary and Treasurer with com- 
mendation. Dr. Galbraith seconded the motion and it carried 
unanimously. 


Dr. Robinson made the motion that the Executive Commit- 
tee recommend to the Council that a five (5) year contract be 
extended to Mr. Butts as Executive Secretary and Treasurer 
and that his present contract as Business Manager be extended 
one (1) year in order that the two contracts might be concur- 
rent. Dr. Galbraith seconded the motion and it carried. 


The matter of the Tennessee Resolution No. 15 (dealing 
with “Doctors’ Day’), was taken under consideration and Dr. 
Robinson made the motion that no action be taken and that 
the matter be left up to the Woman’s Auxiliary. Dr. Wilson 
seconded the motion and it carried. 

The following motion was presented in writing by Dr. Jack 
C. Norris, Atlanta, Georgia: 

“That the Executive Secretary and Treasurer be authorized 

to purchase and arrange a suitable plaque, either of 
chrome or aluminum as designed by our architect, Mr. 
Lawrence Whitten, to be placed on the new building in 
Birmingham; the said plaque to have upon it the names 
of the members of the Building Committee and officers 
who were in official status at the time the building was 
authorized to begin, and those in official status when 
said building was completed and officially dedicated and 
opened.”’ 

Dr. Robinson made the motion that this motion be denied. 
Dr. Galbraith seconded the motion and it carried. 

The matter of placing a plaque in the building for Charles 
O. Finley was discussed and Dr. Lawson made the following 
motion: 

“At the present time the Executive Committee is not in 
favor of the principle of putting plaques of any nature 
in the home office of the Southern Medical Association 
and does not wish to establish a precedent by doing so.” 
Dr. Daniel seconded the motion and it carried. 


The following men were presented for Associate Membership 
in the Southern Medical Association: 
Associate Membership, Class 5 


Mr. Storm Whaley, Vice President for Health Sciences and 
Assistant to the President, University of Arkansas, Little 
Rock, Arkansas. 
Mr. Aubrey D. Gates, Director, Division of Field Service, 
American Medical Association, Chicago, Illinois. 

Associate Membership, Class 2 
Dr. John B. Chewning, Director of Professional Relations, 
Wm. S. Merrell Company, Cincinnati, Ohio. 
Dr. Frederick K. Heath, Director of Professional Relations, 
Merck, Sharp & Dohme, West Point, Pennsylvania. 

The motion was made that these four men be accepted as 
Associate Members. After being duly seconded, the motion 
carried. 

The motion was made by Dr. Wilson that the outgoing 
Chairman of each of the twenty Sections be given a Certificate 
of Appreciation. Dr. Robinson seconded the motion and it 
carried. 

The Executive Committee requested that Mr. Butts write a 
letter of appreciation to Sherman Laboratories for providing 
their SherPage Video Paging Service for the Association’s An- 
nual Meeting. 

A discussion concerning the printing of the History of the 
Association was opened and Dr. Daniel made the motion that 
the copies now on hand be given to officers of the Sections 
and the new Councilors as they are seated and that the plates 
be retained and stored for possible future use. Dr. Wilson 
seconded the motion and it carried. 

The letter from Dr. Wyrth Post Baker, President of the 
Southern Homeopathic Medical Association, Washington, D. 
C., was read to the Executive Committee. After a discussion, it 
was pointed out that the program of the Southern Medical 
Association should not carry the programs of groups meeting 
conjointly with the Association unless they are a sub-specialty 
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group. Mr. Butts was instructed to notify Dr. Baker of this 
action. 

A request was received from Mr. Ernest M. Gentry, Treasury 
Department, Bureau of Narcotics, Dallas, Texas, that the 
Southern Medical Association go on record as being opposed 
to certain proposed legislation. It was pointed out that the 
Association can take no part in any concerted movements for 
securing legislative enactments according to the Constitution. 
Therefore, the matter was dismissed. 

There being no further business to be brought before the 
Executive Committee, the meeting was adjourned. 


PROCEEDINGS OF THE COUNCIL 


St. Louis, Missouri, October 29, 1960, 9:00 a.m. 


The Council of the Southern Medical Association met in 
Public Function Room No. 8 ot the Sheraton-Jetferson Hotel 
at 9:00 a.m. following a breakfast. Those present were Dr. 
Robert D. Moreton, Chairman, Fort Worth, Texas; Dr. George 
D. Wilson, Vice-Chairman, Asheville, North Carolina; Dr. J. 
Garber Galbraith, Birmingham, Alabama; Dr. Euclid M. 
Smith, Hot Springs, —_ Dr. Oscar Benwood Hunter, Jr., 
Washington, D. C.; Dr. James H. Byram, Atlanta, Georgia; 
Dr. J. Duffy Hancock, Louisville, Kentucky; Dr. M. M. Hatta- 
way, New Orleans, Louisiana; Dr. Harry M. Robinson, Jr., 
Baltimore, Maryland; Dr. Guy T. Vise, Meridian, Mississippi; 
Dr. O. P. J. Falk, Clayton, Missouri; Dr. Vernon D. Cushing, 
Oklahoma City, Oklahoma; Dr. J. W. Jervey, Jr., Greenville, 
South Carolina; Dr. A. H. Lancaster, Knoxville, Tennessee; 
Dr. Donald S. Daniel, Richmond, Virginia; Dr. Howard 
Swart, Charleston, West Virginia. Dr. Joseph S. Stewart, Miami, 
Florida, was absent. 

Councilors-Elect present for the meeting were Dr. Donald F. 
Marion, Miami, Florida, and Dr. Robert W. Kimbro, Cleburne, 
Texas. Dr. J. Howard Stokes, Florence, South Carolina, and 
Dr. Charles M. Caravati, Richmond, Virginia, were absent. 

Appearing before the Council in order to give their commit- 
tee reports were Dr. A. Clayton McCarty, Chairman of the 
Awards Committee, Louisville, Kentucky; and Dr. Lee F. Tur- 
lington, Chairman of the Personnel Committee, Birmingham, 
Alabama. 

Sitting with the Council were Dr. Edwin Hugh Lawson, 
President, New Orleans, Louisiana; Robert F. Butts, Executive 
Secretary and Treasurer, Birmingham, Alabama; C. P. Loranz, 
Advisor and Special Consultant, Birmingham, Alabama; and 
Martha D. Hamilton, Administrative Assistant, Birmingham, 
Alabama. 

The meeting was called to order by Dr. Moreton who an- 
nounced the names of the Councilors-Elect and pointed out 
that in Dr. Stewart’s absence, Dr. Donald F. Marion would 
represent Florida. 

The minutes of the 1959 Annual Meeting, Atlanta, Georgia, 
the minutes of the Executive Committee Meeting, November 
19, 1959, i +y Georgia, January 23, 1960, Birmingham, 
Alabama, and the Conference Call of June 7, 1960, were re- 
viewed and upon proper motion, the minutes of these four 
meetings were approved unanimously. 


REPORTS OF OFFICERS 
REPORT OF THE BUSINESS MANAGER 


Mr. Rosert F. Butts 


I am extremely pleased to transmit herewith my report as 
Business Manager of the Southern Medical Association for the 
fiscal year 1959-60. Advertising revenue is at an all time high 
and the profit from the year’s operation is most satisfactory. 
As income from publishing the Southern Medical Journal re- 
mains the major source of revenue for the Association, an an- 
alysis of the revenue and cost of the Journal is included in the 
report. This information is summarized as attached Exhibit A. 
(See bottom of next page.) 


SOUTHERN MEDICAL JOURNAL 


A total of 2,948 pages — carried in the Journal during 
the past fiscal year. Of this 2,948 pages, 1,301 pages were de- 
voted to advertising and 1,647 pages to textual matter. One 
hundred seventy-five thousand, eight hundred twenty-five 
4s" 825) copies of the Journal were printed during the year. 

While the cost of printing the Journal shows an increase, most 
of the increase is explained by the additional number of copies 
printed and the increased over-all size of the Journal. a 
average cost per copy for printing shows an increase of 4¥4c 
compared to the previous fiscal year, whereas the total cost a 
publishing the Journal shows an increase of 4c. Average in- 
come per copy shows an increase of 4c. The differential be- 
tween advertising revenue and the total cost of publishing the 
Journal in the amount of $70,123.77 represents a net = 
over cost of approximately 42%. All advertising sales and th 
servicing of accounts is handled through the headquarters = 4 
fice with no representatives being retained. 

Included in the budget this year is provision for the develop- 
ment and introduction of the expanded Southern Medical 
Bulletin. Plans are to expand the Bulletin in content, scope 
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and size, but let it remain for the coming year as a quarterly 
publication. After the staff has been procured and trained 
lines of communication established, it will be an easy matter 
to change this publication to a monthly. 


EXHIBITS 


A total of 135 technical exhibit spaces have been provided 
and sold for the St. Louis meeting. Space has also been pro- 
vided for 58 scientific exhibits. While considerably more re- 
quests were received for exhibit space, space was not available 
under the present plan of building utilization. In viewing at- 
tendance figures from previous St. uis meetings, it was 
deemed wise to limit the over-all size of the meeting. 

Numerous scientific exhibits were secured for the meeting 
this year through the Section Officers and Scientific Exhibits 
Promotion Committee. As time goes by, the value of these two 
sources of obtaining exhibits is more apparent. 


MEETING PLACES 
DALLAS-FORT WORTH 


November 6-9, 1961. 


Dr. C. Max Cole has been appointed General Chairman on 
Arrangements for the Dallas-Fort Worth meeting. Contact has 
been made with the hotels and officials at the Municipal Au- 
ditorium and preliminary planning has begun for what should 
prove to be one of Southern’s most outstanding meetings. 


MIAMI BEACH 
November 12-15, 1962. 


Preliminary planning has already begun on the 1962 meeting 
to be held in Miami Beach. A most favorable agreement has 
been reached with the Fontainebleau Hotel whereby all ex- 
hibits and meeting rooms may be centered at the Fontainebleau 
and all persons attending the meeting will be housed within a 
block of this hotel. 


NEW ORLEANS 
November 18-21, 1963. 


Since 1958, additional hotels have been built in New Orleans 
and it is anticipated that others will be completed before the 
1963 meeting. There is still a possibility of an addition to their 
auditorium prior to our next meeting dates there. 


MEMPHIS 
November 16-19, 1964. 


The Council last year selected Memphis as the site for the 
1964 meeting. Additions are being made to several hotels at 
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the present time and there is also a possibility of additional 
hotels before 1964 

Early this year Mr. Roy B. Evans, Jr., joined the Association 
as Administrative Trainee and has been undergoing an exten- 
sive training program slanted primarily toward the duties and 
responsibilities of the office of Business Manager of the Associ- 
ation. Mr. Evans shows much promise and has rendered ex- 
cellent service during the short time he has been with the 
Association. Mr. Evans’ classification will be changed from 
Administrative Assistant to Assistant Business Manager as of 
December 1 - In addition to his duties in the over-all 
organization and on the Southern Medical Journal, he will also 
have duties on the newly expanded Southern Medical Bulletin. 

I wish to express my gratitude to General Officers, Executive 
Committee, Council, and staff for the cooperation, confidence 
and aid rendered me at all times. 


Rosert F. Burts, 
Business Manager 


REPORT OF THE EDITOR 


R. H. M.D. 


The following report deals with the scientific pages of the 
Southern Medical Journal. 

The total number of pages (non-advertising) has been ap- 
proximately the same over the past three years. 

In the past twelve months (November and December 1959 
and January through October 1960) there have been published 
279 papers. The published editorials have been 22 in number, 
8 by members of the Editorial Board, 1 by Mr. Foster and 13 
by your Editor. 

Editorial Work. In addition to the 279 papers published dur- 
ing the twelve months preceding this report and the 13 edi- 
torials written, another 76 papers have been edited and _ for- 
warded to the publications office in Birmingham. On hand are 
16 contributed papers not edited as yet. Papers rejected for 
publication during the past 12 months were 34. All papers 
presented at the 1959 session and placed for disposition in the 
hands of the Editor have been considered. Some three or four 
were not published upon the advice of the Officers of the 
respective Sections. 

Editorial Board. Members of the Board have contributed edi- 
torials as noted above. Those who have carried the greatest 
burden in advising on contributed papers have been the mem- 
bers representing the fields of psychiatry, surgery, and obstet- 
rics, as has been true in previous years. (For especially tech- 
nical papers in the subspecialties of internal medicine as well 
as in other items I not infrequently call upon the good offices 
of my confreres on the faculty at Vanderbilt University School 
of Medicine who give of their time to comment upon such 
material.) 
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Comparative Production and Financial Data 


(12 issues) 
Oct. 
Sept. ’56 
CONTENTS 
Advertising Pages 1,110 
Text Pages 1,494 
Total Pages 2,604 
COST OF JOURNAL 
Printing 
12 issues $89,048.21 
Av. cost per page 34.19 
Av. cost per copy -698 
Total Cost 
12 issues 


Av. cost per copy 


INCOME FROM JOURNAL 
Av. income per copy 


1951 
1952 
1953 
1954 
1955 
1956 
1957 
1958 
1959 


(12 issues) (12 issues) (12 issues (12 issues) 
Oct. ’56- Oct. ’57- Oct. ’58- Oct. ’59- 
Sept. Sept. 58 Sept. Sept. ’60 

1,196 1,210 1,298 1,301 
1,670 1,596 1,584 1,647 
2,866 2,806 2,882 2,948 
$100,695.29 $108,815.05 $130,747.41 $143,407.19 
35.14 38.77 45.00 48.64 
-795 -76 77 815 
120,028.06 130,191.49 154,010.30 168,592.39 
-93 91 91 95 
1.27 1.15 1.31 1.35 
Advertising Revenue Cost of Printing Differential 
$ 88,656.30 $ 48,785.58 $39,870.72 
82,219.97 55,908.95 26,311.02 
93,397.09 62,739.23 30,657.86 
124,582.66 70,146.60 54,436.06 
142,680.74 79,308.62 63,372.12 
145,294.91 89,048.21 56,294.91 
164,593.42 100,695.29 63,898.13 
165,217.92 108,815.05 56,402.87 
221,019.79 130,747.41 90,272.38 
237,900.36 143,407.19 94,493.17 
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Scientific Exhibits. As in the past, all applications for space 
for scientific exhibits have been passed to the Editor, so he 
might advise with Mr. Butts relative to their acceptability. 

1 hope the Journal continues to be approved by members 
of the Southern Medical Association and the Council. Over the 
past several years it appears that the papers in general repre- 
sent a higher caliber in content and scientific discussion, but 
there is admittedly room for improvement in certain areas. 

Again I wish to express my thanks for the cooperation and 
aid of Mr. Butts, Mrs. Tate and other members of the Head- 
quarters Staff, as well as to my secretary, Mrs. Hall, without 
whom this editorial work could not have been completed. 

R. H. KAMpMEIER, M.D. 
Editor 
Southern Medical Journal 


REPORT OF THE EXECUTIVE SECRETARY 
AND TREASURER 


Mr. Rosert F. Butts 


I am pleased to transmit herewith my report for the fiscal 
year October 1, 1959 through September 30, 1960. This is a 
joint report to all General Officers and is supplemented with 
several exhibits and items for your information to conserve 
reading time yet supply you detailed information and give you 
a true picture of the affairs of the Association. 


MEMBERSHIP 


The Association had a total of 14,416 members as of Sep- 
tember 30, 1960, classified as follows: active members, 13,732, 
including 147 life members; 418 honorary; 266 associate mem- 
bers (91, Class 1; 19, Class 2; 115, Class 3; 1, Class 4; and 40, 
Class 5). Attached Exhibits A, B, and C, respectfully, show 
membership statistics for a ten-year period, state breakdown, 
and the means by which new members this year were secured. 
Membership promotion during the first three quarters of the 
fiscal year was not as intensive as was desirable due to the ill- 
ness and subsequent retirement of the director of these activi- 
ties. Membership promotion plans for the coming year include 
an active campaign for associate members, an expanded exhibit 
schedule at state meetings, and an intensive mail program on 
the part of the Councilors and Section Officers. The expanded 
Southern Medical Bulletin, scheduled to begin with the March 
1961 issue, should prove to be an excellent means of securing 
new members. 


ANNUAL FINANCIAL REPORT 


Accounts of the Association have been subject to an audit by 
the firm, Brown, Reagan & King, Certified Public Accountants. 
A copy of the audit for the past fiscal year is available for 
inspection at the headquarters office. Below is a comparative 
balance sheet from which will be noted that the Association is 
in a sound financial condition. 

During the year, with the approval of the Council and/or 
the Executive Committee, your treasurer has: MD established a 
reserve savings account into which has been deposited all life 
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membership dues, and from which will be paid yearly to the 
general fund the equivalent of each life member’s annual dues, 
(this account earns 3% interest); (2) eliminated the Building 
Fund Checking Account and established reserve accounts in two 
savings institutions, the money earning, at present, 4% interest; 
(3) reduced cash-on-hand in the Checking Account to a more 
realistic figure by establishing savings accounts in three addi- 
tional approved depositories. This money now earns 3% and is 
readily available for transfer to the Regular Account should it 
be necessary; and (4) transferred from the Special Exhibit Ac- 
count all receipts from rental of convention exhibit space, St. 
Louis meeting, to a special exhibit savings account. Interest of 
2% will be realized on this account on December 1, after which 
time the account may be transferred to the regular checking 
account should such action be advisable. 

The above actions were taken only after consultation with the 
officers of the primary depository, the Association’s auditor and 
certified public accountant and authorization received from the 
Executive Committee. 


BUDGET 


Following is an amended proposed budget for the fiscal year 
October 1, 1960 through September 30, 1961. This budget is in 
essence the proposed budget approved by the Executive Com- 
mittee. Amendments as follows have been made: (1) Remove 
life membership dues as a budget item, recommended by audi- 
tor; (2) An increase in “Replacement & New Equipment,” 
i possibility of change in method of records; and (3) 
An adjustment of salary of one employee, due to completion of 
orientation period of employment. 

Included in the budget are sufficient funds to finish addi- 
tional office space on the first floor of the building for use by 
the new Bulletin, if ne . Also included is the cost of 
changing the clear glass front of the building to tinted glass to 
eliminate fade, glare, and excessive heat. 

This budget is a proposal and may be amended as desired by 
the Council. Much thought and study has gone into the prep- 
aration of this proposed budget, however, and it is felt that the 
proposal is realistic and will enable your headquarters staff to 
carry out expanding duties and responsibilities assigned to it in 
a financially sound and efficient manner. 


HEADQUARTERS BUILDING 


Offices of the Association have now been located at 2601 
Highland Avenue for two full years. The building and grounds 
continue to invoke favorable comment from members, visitors 
and local citizens. Tinted glass has been installed across the 
front of the building and the entire building will be repainted 
while the staff is attending the St. Louis meeting. An annual 
amortization schedule on the loan on the building is attached 
as information. 


I wish to take this opportunity to thank the Officers of the 
Association for the trust and confidence placed in me. I have 
conducted the affairs of the Association to the best of my 
abilities and judgment and hope my actions meet with ap- 
proval. Much credit is due the loyal staff, the Personnel Com- 
mittee, the General Officers, the Executive Committee and 
Council, the Board of Trustees, the Editor, the Section Officers 


EXHIBIT A 


Membership Statistics by States 
1951-1960 Inclusive 


State 1951 1952 1953 
Alabama 555 602 736 
Arkansas 219 216 234 
District of Columbia 188 181 210 
Florida 741 798 1009 
Georgia 517 601 814 
Kentucky 491 466 524 
Louisiana 425 449 504 
Maryland 420 406 472 
Mississippi 271 250 312 
Missouri 582 554 580 
North Carolina 453 460 645 
Oklahoma 279 287 281 
South Carolina 249 252 323 
Tennessee 473 518 565 
Texas 1075 1144 1141 
Virginia 442 425 563 
West Virginia 230 273 332 
Other States and Foreign 123 212 105 
Life Members 

Honorary Members 

Associate Members 

Military & Miscellaneous 

Totals 7733 8094 9348 


1954 1955 1956 1957 1958 1959 1960 


729 723 706 697 811 881 920 
228 233 231 225 298 346 373 
190 195 250 274 347 427 427 
1094 1094 1076 1119 1446 1324 1342 
901 789 763 742 914 1102 1214 
513 480 458 611 646 682 669 
493 504 522 524 795 958 939 
467 483 509 520 632 669 666 
309 307 316 $22 376 416 418 
593 625 607 603 763 808 836 
644 623 662 683 913 964 945 
308 290 291 276 362 387 365 
332 337 373 380 499 533 547 
552 571 579 586 797 889 962 
1045 1204 1286 1163 1620 1710 1666 
554 544 554 607 883 907 867 
318 297 281 290 336 331 389 
107 110 92 116 92 127 40 
17 89 147 
385 412 418 
266 

72 73 112 


9377 9483 9629 9738 13044 


i 
: 
13961 14416 
| 
Ay 
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EXHIBIT B 
MEMBERSHIP COUNT 
Breakdown by Type of Membership 
September 30, 1960 
Associate 
Members 
Active Life Honorary Class 

State Members Members Members I 2 3 4 S Total 
Alabama 920 9 33 10 6 978 
Arkansas 373 6 10 1 1 391 
District of Columbia 427 7 3 2 439 
Florida 1342 16 25 13 2 1398 
Georgia 1214 13 39 2 38 1271 
Kentucky 669 6 28 2 705 
Louisiana 939 8 4 8 1 978 
Maryland 666 5 29 1 1 702 
Mississippi 418 3 22 10 1 454 
Missouri 836 8 25 19 4 892 
North Carolina 945 4 34 2 985 
Oklahoma 365 7 18 3 393 
South Carolina 547 + 19 33 1 604 
Tennessee 962 9 32 4 3 1010 
Texas 1666 25 38 9 1 5 1743 
Virginia 867 10 24 1 2 904 
West Virginia 389 6 9 2 406 
Other States 40 1 8 91 19 2 1 162 
Total 13585 147 418 91 19 115 : 14416 
Total Membership 14416 


and the hundreds of physicians serving on the Local Com- 
mittees on Arrangements for the St. Louis Meeting. Without 
the assistance, understanding, and cooperation of these people 
nothing could have been accomplished. 

RoserT F. Butts 

Executive Secretary & Treasurer 


AUDITOR’S REPORT 


Southern Medical Association 
Birmingham, Alabama 

We have examined the balance sheet of Southern Medical 
Association as of September 30, 1960, and the related state- 
ments of income and retained earnings for the year then ended. 
In connection therewith, we have reviewed the accounting pro- 
cedures and, without making a detailed audit of all trans- 
actions, have examined or tested accounting records of the 
Association and other supporting evidence by methods and to 
the extent we considered appropriate. We made a similar ex- 
amination for the fiscal year ended September 30, 1959. 


Association dues, Journal subscriptions and income from tech- 
nical exhibits were recorded on the cash receipts basis. Journal 
advertising sales and sales of reprints were recorded on the 
accrual basis. Journal publishing costs were taken into account 
on the accrual basis. All other expenses, except depreciation, 
represent cash disbursements. 


In our opinion, the accompanying balance sheet and related 
statements of income and retained earnings, together with sup- 
porting exhibits, and subject to the explanations relating 
thereto, present fairly the financial position of Southern Medi- 
cal Association at September 30, 1960, and the results of its 
operations for the year then ended, in conformity with gen- 
erally accepted accounting principles, applied on a basis con- 
sistent with that of the preceding year. 


Brown, Regan & King 
Certified Public Accountants 
(Signed) Chris H. King 
Birmingham, Alabama 
October 12, 1960 


EXHIBIT C 
SOUTHERN MEDICAL ASSOCIATION 
NEW MEMBERS OCTOBER 1959 TO SEPTEMBER 30, 1960 


Insurance 
Life Office Personal 
States Ins. Ins. Overhead Bulletin Applications* Letter Totals 
Alabama 2 17 6 6 72 2 105 
Arkansas 0 7 5 6 26 2 46 
District of Columbia 1 6 4 3 7 2 23 
Florida 8 18 13 27 28 3 97 
Georgia 4 33 14 29 54 16 150 
Kentucky 1 15 7 ll 6 0 40 
Louisiana 7 10 21 13 24 z 77 
Maryland 4 12 5 4 7 1 3 
Mississippi 0 6 3 3 24 1 37 
Missouri 2 24 27 26 23 1 108 
North Carolina 5 7 9 | 19 3 50 
Oklahoma 0 7 1 7 7 2 24 
South Carolina 0 17 3 3 13 0 36 
Tennessee 4 26 10 21 59 2 122 
Texas 7 55 6 $2 26 6 132 
Virginia 5 6 10 z 8 0 36 
West Virginia 3 12 1 10 57 1 84 
Others 1 1 0 0 0 2 4 
Totals 54 279 145 215 460 46 1199 


Figen are . ‘eeceas attributed to the efforts of the Woman’s Auxiliary (D. C., 1; Georgia, 1; South Carolina, 1; Tennessce, 
; and Texas, 
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COMPARATIVE BALANCE SHEET REPORTS OF COMMITTEES 
As of Se ber 30, 1960 
AWARDS COMMITTEE 
Brown, Regan & King Dr. A. CLayton McCarty, Chairman 


Certified Public Accountants " 
4 Dr. A. Clayton McCarty, Chairman, presented the following 


Assets 1960 1959 report: 
Cash in Bank: RESEARCH MEDAL—The name of Dr. Leslie V. Rush, 
The First National Bank of Meridian, Mississippi, was submitted to the Council as the 
Birmingham— nominee to receive the Research Medal. 
Regular account $104,669.83 $114,275.73 DISTINGUISHED SERVICE AWARD—The_ Committee 
Special exhibit account 13.75 40,540.00 submitted the names of three nominees for the Distinguished 
Building fund account —0— 5,404.84 Service Award. 
Office petty cash fund 100.00 100.00 SEALE HARRIS MEDAL—The Committee submitted the 
Total Cash in Banks and names of three nominees for the Seale Harris Medal. 
on Hand 104,783.58 160,320.57 After hearing the report of the Committee, the Council 
Savings deposits (Reserve Accounts) 168,149.09 10,084.59 elected Dr. Leslie V. Rush_to receive the Research Medal; Dr. 
U. S. Government Bonds—At Cost 15,120.00 15,120.00 Everett Lain, Oklahoma City, Oklahoma, was elected to re- 
Accounts receivable: ceive the Distinguished Service Award; and Dr. N. C. High- 
Publication and advertising 8,019.26 oy a 02 tower, Temple, Texas, was elected to receive the Seale Harris 
87.16 153.88 Medal. 
and—Home office site 57,344.10 57,344.10 
Home office building—Cost 175,522.76 175,522.76 CONSTITUTION AND BYLAWS COMMITTEE 
Less—Depreciation to date (7,020.92) (3,510.46) Dr. Harry M. RoBINsON, Jr., Chairman 
Furniture and fixtures—Cost 5~,812.12 42,794.51 
Less—Depreciation to date (27,086.39) (23,065.61) Dr. Harrv M. Robinson, Jr., Chairman, presented the pro- 
Travel deposit—Fastern Air Lines 425.00 425.00 posed changes to the Constitution and _ Ws as recommended 
by the Committee. (See the minutes of the Second General 
551,155.76 468,639.36 Session, November 2, 1960, for details.) 
ae The motion was made by Dr. Galbraith that this aan be 
90515.15 15,000.00 accepted. Dr. Daniel seconded the motion and it carri 
Accounts paya 5, x 
ws Annual ee 55,098.75 40.190.00 Mr. C. P. Loranz, Chairman 
= To the Council of the Southern Medical Association— 
Last year I reported that Dr. M. Y. Dabney, Mrs. 
$551,155.76 $468,639.36 Dabney, Mrs. S. C. Riggan, Mrs. W. A. Thornhill 7 un, 
BUDGET 


SOUTHERN MEDICAL ASSOCIATION 
October 1, 1960 - September 30, 1961 


ESTIMATED RECEIPTS: 


Journal Advertising . $240,000.00 

Bulletin Advertising 50,000.00 

Dues 140,000.00 

Exhibits (St. Louis) 60,000.00 

Journal Subscriptions (non-members) 5,000.00 

Reprints 1,700.00 
Total Estimated Receipts $496,700.00 
Estimated Cash, October 1, 1960 100,000.00 
TOTAL CASH FOR YEAR $596,700.00 

Southern Expanded 

General Medical Sou. Med. 

APPROPRIATIONS: Administration Journal Bulletin Total 
Mailing (2nd Class) 4,500.00 1,600.00 6,100.00 
Salaries (Exhibit A) ............ 61,450.00 15,100.00 5,000.00 81,550.00 
Annual Meetings ................. Pre 60,000.00 60,000.00 
Office Expense (Exhibit B)........ 17,200.00 450.00 17,650.00 
Replacement & New Equipment ..... 10,000.00 10,000.00 
Dues & Contributions (Exhibit C)...... eee Se 9,200.00 9,200.00 
Insurance & Taxes (Exhibit D)....... 4,500.00 4,500.00 
Professional Services .................. 2,400.00 2,400.00 
Exec. Comm. & Council Expense......... 2,000.00 2,000.00 
Section Officers Expense ................ 1,500.00 1,500.00 
Building Finance & Operation (Exhibit E).. 29,878.18 29,878.18 
Medical Students (St. Louis) ............. sf ere 2,500.00 2,500.00 
Contingency (Operating) ................ 5,000.00 5,000.00 
Total Appropriations ................ o : $218,028.18 $177,550.00 $29,800.00 $425,378.18 
Contingency Fund (Unappropriated)..... une : 171,321.82 
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W. C. Dinkins were then, as they are now, participating in the 
Employees’ Pension Trust for a total of $415.00 per month and 
a total for the vear of $4,980.00. There are now two more 
participating in the Employees’ Pension Trust, Mr. C. P. Loranz 
and Mr. V. O. Foster. The Council at the Atlanta meeting last 
November officially retired C. P. Loranz from his then _ posi- 
tion as Advisor and Professional Relations Counselor and pro- 
vided for his official retirement after forty-seven years of con- 
tinuous service to the Association, making him available to 
participate for life in the Employees’ Pension Trust. The Re- 
tirement Committee, Mr. Loranz not voting, made the retire- 
ment benefit available to C. P. Loranz effective December 1, 
1959. By action of the Personnel Committee set up at the 
Atlanta meeting, said action approved by the Executive Com- 
mittee of the Council and by the Council by mail vote, V. O. 
Foster was officially relieved, due to disability, of his official 
connection with the Association, effective July 1, 1960. Accord- 
ing to the Pension Trust setup, due to having only five years 
and seven months of employment with the Association, Mr. 
Foster was eligible to receive from the Pension Trust only the 
amount of his reserve liability as determined by the actuary. 
The Retirement Committee made this reserve liability available 
to Mr. Foster, the total amount to be paid him in monthly 
installments within three years from July 1, 1960. The total 
amount payable to Mr. Loranz and Mr. Foster is $1,073.92 per 
month, which, added to the $415.00 per month in the first 
sentence of this paragraph, now makes a total of $1,488.92 per 
month, and a total for the year of $17,867.04. 


The Investment Committee of the Trust Department of the 
First National Bank has from time to time recommended to our 
Committee the purchase of certain securities. Our Committee 
is on record as approving the recommendations from the 
Investment Committee, as they have been made to us from 
time to time. 


Our retirement plan began with the Trust Department of the 
First National Bank on December 1, 1954. The Trust Depart- 
ment of the bank renders a complete statement for the trust 
fiscal year ending November 30. Their statement for the fiscal 
year ending November 30, 1959, gave the value of the irre- 
vocable trust as $187,250.45 and the retirement fund reserve 
as $9,693.86, for a total of $196,944.31. While this fund was 
being developed and even since it became effective, you have 
passed from current funds at most of the meetings an amount 
of $6,000.00 to this pension trust. Last year you referred this 
to the Executive Committee with power to act and the Execu- 
tive Committee, at its meeting in January, approved $6,000.00 
to the Pension Trust, which was promptly paid into the trust. 
It would further strengthen the pension trust, and I believe it 
should be further strengthened, if this amount or more were 
made available this year from the current funds to the trust 
and it is so recommended. 


It will be recalled that the Trust Department of the bank 
suggested that the administrative cost of the trust be borne out 
of current revenue of the Association and not charged against 
the trust. For the past five years you have acquiesced in this 
suggestion and made available funds to pay the administrative 
cost. It will not be known until the next full statement comes 
after November 30 just how much will be the administrative 
cost, which is based upon the earnings of the trust for the year. 
The Committee early named a very competent actuary to ren- 
der this service. There is a nominal fee for his service. I 
suggest that the Council approve the payment from the cur- 
rent funds, as you have the last five years, for the administra- 
tive cost of the Trust Department of the bank and the 
actuary’s fee. Based upon last year, it would appear that this 
cost will be in the neighborhood of $1,000.00, it might be a 
little less, it might be a little more. 

You will recall that when the trust was set up, this being 
done at the St. Louis meeting in November 1954, there was to 

a Committee of three to handle this trust matter with the 
bank. The Trust Committee is now composed of C. P. Loranz, 
Dr. Lee F. Turlington and Dr. J. Garber Galbraith. The term 
of members of the Committee is three years. The term of Mr. 
Loranz expires with the St. Louis meeting and it will be neces- 
sary for you to elect his successor. He has served six years, two 
three-year terms. 


Dr. Galbraith moved that the matter of adding additional 
funds to the Employees’ Pension Trust Fund be referred to the 
Executive Committee. Dr. Jervey seconded the motion and it 
carried. Dr. Jervey made the motion that the report of this 
Committee be accepted. The motion was seconded by Dr. 
Daniel and it carried. 


PERSONNEL COMMITTEE 
Dr. Lee F. Tur_incton, Chairman 


The Personnel Committee, established by the Council at the 
Atlanta meeting to be available for consultation and advice on 
problems of administration and operations of the home office 
under the supervision of and with the close liaison of the 
Executive Committee, has submitted to the Executive Commit- 
tee and Council a report of its activities regarding the retire- 
ment of V. O. Foster by mail on June 27, 1960. The report 
and recommendations were unanimously approved. 

Since June 27, 1960, the Executive Secretary has conferred 
with members of the Committee from time to time on various 


— and periodic visits have been made to the headquarters 
office. 
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In order to build a more efficient organization your Execu- 
tive Secretary has, with the approval of the Personnel Commit- 
tee, reassigned duties and established two positions designated 
as Administrative Assistant. A continuing program of training 
and education has been instigated by the Executive Secretary 
whereby all office personnel are receiving intensive training in 
their particular endeavors. It has been a during the 
past year for all new positions to be filled by personnel already 
employed by the Association. During the past year there has 
been no loss of permanent personnel of the Association due to 
resignation or release, with the exception of V. O. Foster. 

It is the observation of the Personnel Committee that the 
employee morale is high and the Association has a headquarters 
office staff of efficient, well-trained personnel. 

Dr. Robinson made the motion that the report of the Per- 
sonnel Committee be accepted. Dr. Daniel seconded the motion 
and it carried. 


FINANCE COMMITTEE 
Dr. Rospert D. Moreton, Chairman 


Dr. Moreton stated that the report for this Committee had 
been approved when action was taken on the Financial State- 
ment which is included in the Executive Secretary and Treas- 
urer’s Report. For details see the Minutes of the Executive 
Committee Meeting, October 28, 1960, 12:00 noon, and the 
Financial Statement. 


HISTORY COMMITTEE 
Mr. C. P. Loranz, Chairman 


To the Council of the Southern Medical Association— 


The history of the Southern Medical Association for its first 
fifty years, October 2-3, 1906 to October 2-3, 1956, which I was 
to write as Chairman of the Committee, was completed and 
okayed for printing the middle of August. But there has been 
a situation at the printing plant which has delayed the actual 
printing. The printer advises that the printed history will be 
delivered to us by the latter part of next week. 

I actually completed the writing in May. But there was a 
delay in getting some additional material ready for publication. 
We are sorry that there has been these delays which has pre- 
vented the history from being printed and ready for distribution 
sooner. 


The history, as I have prepared it, is not a conventional type 
of history. It is different from any historical volume that I 
have seen. I am glad that I have had the privilege of preparing 
this history. I enjoyed doing it. But all that I am willing to 
say for it is that I believe that it is historically and statistically 
a complete and correct record. I only hope that it will be of 
interest and value to many. And I do hope that you of the 
Council, as well as the other officers, past officers and mem- 
bers of the Association, will find it worthwhile. 

Dr. Daniel recommended that the history be kept current. 
The motion was seconded and it carried. Dr. Hancock made 
the motion that the type and plates on the Golden Anniversary 
History of the Association be preserved for possible future use. 
It is felt that the quantity of Histories on hand is sufficient 
and that distribution to the complete membership of the 
Association through the medium of the Southern Medical 
Journal is not feasible at this time. The motion was seconded 
by Dr. Cushing and it carried. A motion was made by Dr. Gal- 
braith that the report of the History Committee be accepted. 
Dr. Daniel seconded the motion and it carried. 


INSURANCE COMMITTEE 
Dr. Rosert D. Moreton, Chairman 


Since last year the Association has put in the Business Over- 
head plan with Lumbermens Mutual Casualty Company. 
Brochures have been published on this plan and it is now in 
operation. 

We allowed a rate change in the Accidental Death and Dis- 
memberment policy with a limit of $150,000.00. 

The Continental Casualty Company has granted the request 
of the Insurance Committee stating their willingness to pay for 
a licensed practical nurses’ services in the hospital providing a 
registered nurse is not available and that the attending physi- 
cian certifies that a special nurse is necessary. This has been 
granted without an increase in the premium rates. 


The life insurance program has been increased from a 
$10,000.00 maximum to a $40,000.00 maximum, available at 
the same rate. 

The Insurance Committee has received numerous inquiries 
regarding claims and other questions pertinent to the insurance 
programs. To date these have been handled to the satisfaction 
of both parties. 

The Insurance Committee met at 8:00 p.m., Friday, October 
28, Room 752, Sheraton-Jefferson Hotel. Those present were 
Dr. Robert D. Moreton, Chairman, Dr. J. Garber Galbraith, 
Dr. J. W. Jervey, Jr., and Dr. Vernon D. Cushing; Dr. Fount 
Richardson had not arrived, thus accounting for all members 
of the Committee. 
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The Committee first heard from Mr. Bob Miles concerning 
the Accidental Death and Dismemberment program and at the 
present time the loss ratio from inception to September 30, 
1960, is 199.6%. It was felt that this was adequately taken care 
of at the meeting in Birmingham, January 23, 1960, and has 
been previously approved by the Council. 

Mr. Lincoln C. Cocheu, reporting for the life insurance pro- 
gram, stated that the over-all experience ratio from inception 
on April 1, 1959 to October 10, 1960, was approximately 59%. 
It was also pointed out that there were still some claims that 
would come in, but that it was felt that a 10% dividend could 
be declared to the members carrying these policies. It was re- 
ported that there were approximately 3,000 members and 800 
employees insured under this program. It was further pointed 
out that with a loss ratio of as much as 70% the program 
would be solvent and from the third year it could probably 
carry on with a loss ratio of as much as 75%. Mr. Finley 
strongly advised the taking advantage of the 10% dividend and 
that this would be a boost to the over-all program, particu- 
larly with the increase in the amount of insurance offered to 
the members. Mr. Cocheu pointed out the difficulty was with 
the California Life whose loss ratio was almost 100%. 


Mr. Dick Irwin represented the Continental Casualty Com- 
pany due to the illness of Mr. Paul Fisher. The over-all loss 
ratio for the time loss policies from inception on July 1, 1953 
to September 1, 1960, is 61.3%. The new policies of this type 
have a loss ratio of 26.9%. The Catastrophic Hospitalization 
program had a loss ratio of 95.6%. Mr. Irwin pointed out that 
they were not writing this policy we now hold showing 75% 
for nursing care and comprehensive coverage for all other ex- 
penses above the deductible specified in the policy. The present 
policies written on a participating basis show 80% for the 
company, 20% for the policy holder, after the deductible. He 
recommended that we change this to a participating type 
policy with the carrier paying 80% including the nurses’ cost 
and the insured 20% of the cost of the deductible. They fur- 
ther recommended a 25% increase in premium. 


After considerable discussion the Committee agreed to ac- 
cept the new participating type policy with the same premium 
and carry this on an experience ratio basis for at least one 
more year before an increase in rates be considered. This was 
felt to be feasible and agreeable to Mr. Irwin since the loss 
ratio with all policies held with the Continental Casualty 
Company at the present time is 64.8%. 

It was pointed out that the totals paid to members of the 
Southern Medical Association on the Accidental Death and 
Dismemberment plan is $440,910.00; that paid under the to- 
tal time loss policy is $2,522,848.00 and on the Catastrophic 
Hospital program, $439,445.00; and that under the life pro- 
gram, $347,150.00. 

It is recommended that a small attractive box be placed in 
the Southern Medical Bulletin briefly showing the benefits re- 
ceived by the members of the Southern Medical Association 
holding these policies. 

Dr. Moreton made the motion that the Council approve 
the recommendations made by the Insurance Committee. Dr. 
Falk seconded the motion and it carried. 

Dr. Jervey made the motion that the recommendation made 
by the Insurance Committee dealing with the notice in the 
Bulletin be referred to the new Executive Committee. Dr. 
Daniel seconded the motion and it carried. 

As Chairman of the Insurance Committee, I sincerely hope 
that all actions taken by the Committee meet with the ap- 
proval of the Executive Committee and the Council. 

Dr. Robinson made the motion that the report of the In- 
surance Committee be accepted. Dr. Falk seconded the mo- 
tion and it carried. 


JOURNAL ADVERTISING COMMITTEE 
Dr. Harry M. Rosinson, Jr., Chairman 


This Committee, being an advisory committee, has been 
called on by the publications office for opinions regarding 
advertising copy submitted for possible publication in_ the 
Southern Medical Journal. Decisions have been rendered 
promptly in all cases. 

Dr. Lancaster made the motion that the report of this 
Committee be accepted. Dr. Cushing seconded the motion 
and it carried. 


MEDICAL STUDENT REPRESENTATIVES COMMITTEE 
Dr. Donato S. DANIEL, Chairman 


Medical student representatives from eight medical schools 
have been invited to attend this annual meeting as guests of 
the Association. All schools invited to send representatives 
have done so and the deans of these schools, in participating, 
have been enthusiastic for this program and, in most cases, 
have commended the Association for its action in undertaking 
the plan. In addition to the eight invited medical student 
representatives, whose expenses will be paid by the Associa- 
tion, two schools are sending alternates, at their own expense. 

Arrangements have been made for a dinner meeting on 
Monday evening, October 31, to be attended by the medical 
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student representatives, the deans, if possible, and the Coun- 
cilors and Associate Councilors from the states wherein are 
located the schools of the invited representatives. 

Plans are already being made to again prepare a Medical 
Student Representatives Brochure after the meeting and to 
award Certificates of Attendance to the representatives. 

Schools participating in the program this year are: 

Saint Louis University School of Medicine 
University of Arkansas School of Medicine 
University of Louisville School of Medicine 
University of Missouri School of Medicine 
University of Oklahoma School of Medicine 
University of Tennessee College of Medicine 
Vanderbilt University School of Medicine 
Washington University School of Medicine 

Dr. Wilson moved that the report of the Medical Student 
Representatives Committee be accepted. Dr. Vise seconded 
the motion and it carried. 


MEETING PLACES COMMITTEE 
Dr. Georce D. Witson, Chairman 


Your Meeting Places Committee presents for your con- 
sideration two invitations to hold the annual meeting in 
1965. The first invitation received September 29, 1960, for 
1965 is from Harris County Medical Society and the city of 
Houston, Texas. ‘The invitation is complete including the 
Medical Society, Mayor Cutner, Chamber of Commerce and 
the Hotel and Motel Association. The second invitation re- 
ceived October 7, 1960, is from Fulton County Medical So- 
ciety and Dr. James Byram, Councilor from Georgia. 

Your Committee recommends the city of Houston, Texas, 
for the annual meeting of 1965. 

The sites for the next meetings are: 

1961—Dallas-Fort Worth, Texas 
1962—Miami Beach, Florida 
1963—New Orleans, Louisiana 
1964—Memphis, Tennessee 

The Committee also presents for information an invitation 
from Washington, D. C., for the annual meeting in 1966. 

Dr. Galbraith made the motion that the Committee's recom- 
mendation that the Association hold the 1965 meeting in Hous- 
ton, Texas, be approved. Dr. Vise seconded the motion and 
it carried. 

Dr. Daniel made the motion that the report of the Com- 
mittee be accepted. Dr. Galbraith seconded the motion and 
it carried. 


SCIENTIFIC EXHIBITS COMMITTEE 
Dr. J. Durry HANcock, Chairman 


Dr. Hancock, Chairman, announced that the exhibits would 
be judged, the results given the Executive Secretary and the 
signs up by noon, Monday, October 31. 

Dr. Robinson made the motion that the Council accept the 
report as it will be filed with the Executive Secretary by 
noon, Monday, October 31. Dr. Cushing seconded the mo- 
tion and it carried. 

Listed below are the winners of the Scientific Exhibit Awards 
as reported by the Committee to the Executive Secretary, noon, 
Monday, October 31: 

First Award—Joseph W. Kelso and Joseph W. Funnell, Uni- 
versity of Oklahoma School of Medicine, Oklahoma City, Okla- 
homa: Management of Gynecologic—Urologic Complications. 

Second Award—W. Crockett Chears, Jr., Cecil O. Patterson, 
John W. Fisher, Milford O. Rouse, Herbert A. Bailey, F. 
Clark Douglas, and C. T. Ashworth, University of Texas 
Southwestern Medical School and the Gastro-Intestinal Research 
Foundation, Dallas, Texas: Nontropical Sprue. 

Third Award—Gordon McHardy, Robert McHardy, Helen 
Von Fossen, Swan Ward, James A. Rogers and John Lechert, 
Louisiana State Universtiy School of Medicine, New Orleans, 
Louisiana: Hypercholesterolemia in Gastroenterology. 

Honorable Mention—(1) Jesse T. Davis, Corinth, Missis- 
sippi: Nerve Injuries of the Hand. 

(2) Paul W. Boyles, William H. Mey- 
er, and Paul U. Gerber, Jr., University of Miami Medical 
School and Jackson Memorial Hospital, Miami, Florida: Ex- 
perimental and Clinical Use of Fibrinolysin. 

(3) Franklin L. Angell, Edgar N. 
Weaver, and John A. Martin, Roanoke, Virginia: Premature 
Craniosynostosis—A Visual Classification and A Report of Cases. 

(4) Robert B. Dodd and William A. 
Sims, Jr., Barnes Hospital and Washington University School 
of Medicine, St. Louis, Missouri: Electrocardiographic Moni- 
toring During Anesthesia and Surgery. 

(5) Lewis J. Doshay, Columbia Pres- 
byterian Medical Center, New York, New York: New Hori- 
zons in Parkinson Therapy. 

(6) Joseph J. Litschgi, Cook County 
Hospital and Hektoen Institute for Medical Research, Chi- 
cago, Illinois: Roentgen and Hematological Manifestations of 
the Congenital Hemolytic Anemias. 
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SCIENTIFIC EXHIBITS PROMOTION COMMITTEE 
Dr. JosepH S. Stewart, Chairman 


The Scientific Exhibits Promotion Committee, whose main 
function is to review scientific exhibits presented at other 
meetings throughout the year and to attempt to secure out- 
standing exhibits for the Southern Medical Association’s an- 
nual meeting, has been successful in having an unprecedented 
number of applications submitted for scientific exhibit space 
for the Saint Louis meeting. Particular emphasis has n 
placed upon each Section recommending and/or ne an 
exhibit or exhibits representing outstanding work covered by 
that Section. The Section Officers have been most cooper- 
ative in distributing applications for scientific exhibit space 
to exhibitors at other meetings and a number of these ex- 
hibits are on display at this meeting. In addition to applica- 
tions being sent to Section Officers for distribution, applica- 
tion fo.ms were distributed at several state meetings during 
the year. 

Dr. Robinson moved that the report of the Scientific Ex- 
hibits Promotion Committee be accepted. Dr. Lancaster sec- 
onded the motion and i» carried. 


SCIENTIFIC WORK COMMITTEE 
Dr. J. Morris REESE, Chairman 


It is with pleasure that I, as Chairman of the Scientific 
Work Committee of the Southern Medical Association, submit 
our report to you for your consideration. 

The Scientific Work Committee met in Saint Louis, the Con- 
vention City, on February 6 and 7, 1960. An excellent repre- 
sentation of Secretaries of the component Sections was pres- 
ent; there being only two absentees. 

There has been set up forty-three separate Scientific meet- 
ings during the Convention, including two symposia, with 
five combined Section meetings. This is a slight increase 
over the Scientific Sessions from last year. In addition, num- 
erous color television programs will be presented. 

The provision for, and selection of, guest speakers which 
was adopted by the Council at a —— meeting has been 
left to the discretion of the individual Section Officers. This 
Scientific Work Committee has no knowledge of these selec- 
tions, but we feel certain that representative men in all 
specialties will be made available. 

Two innovations have been introduced for this Session. 
There has been set up a Monday morning Symposium on 
Cerebrovascular Disease and a Thursday morning Symposium 
on Medicoeconomics. This last symposium should be par- 
ticularly pertinent at this time with the uncertain economic 
conditions prevalent in the country as of now. 

Due to circumstances over which we had no control, it was 
necessary to omit a Symposium on Geriatrics, but all Section 
Secretaries have been contacted by mail and asked to in- 
clude, if possible, a paper on some Geriatric subject pertain- 
ing to their specialty. Replies have been received from most 
Section Secretaries that it was — to include such a paper 
in their scientific program and this has been done. 

We are happy to report that almost all of the Sections have 
set up an Advisory Board within their own organization. 

The Convention Hall facilities were inspected after the 
proposed schedule of the Scientific program was completed. 

One suggestion was made by the assembled Secretaries, 
namely: that, if possible, future meetings of the Scientific 
Work Committee and the Section Secretaries be held at a time 
when it would be convenient for the General Chairman of the 
Convention or his personal representative to be present. 

The Scientific Work Committee wishes to express its appreci- 
ation to Mr. Robert F. Butts, Executive Secretary and Treas- 
urer of Southern Medical Association, and to all of the Section 
Secretaries and all others who have contributed and will con- 
tribute in the future to make our program a success. 

Dr. Daniel made the motion that the report of the Com- 
mittee on Scientific Work be accepted as submitted. Dr. 
Cushing seconded the motion and it carried. 


NEW BUSINESS 


Dr. Moreton reported that the Executive Committee, after 
hearing from Dr. Clifford C. Snyder, Miami, Florida, recom- 
mended that the Association create a new Section on Plastic 
and Reconstructive Surgery. Dr. Moreton put this recommen- 
dation in the form of a motion. Dr. Daniel seconded the 
motion and it carried. 

Dr. Moreton announced that the following Associate Mem- 
berships had been approved by the Executive Committee and 
made the motion that the Council approve these memberships: 

Associate Membership, Class 5 

Mr. Storm Whaley, Vice President for Health Sciences and 
Assistant to the President, University of Arkansas, Little 
Rock, Arkansas. 


Dr. John B. Chewning, Director of Professional Relations, 
The Wm. S. Merrell Company, Cincinnati, Ohio. 
Dr. Frederick K. Heath, Director of Professional Rela- 


tions, Merck, Sharp & Dohme, West Point, Pennsylvania. 
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The motion was seconded by Dr. Cushing and it carried. 

Dr. Moreton announced that the Executive Committee rec- 
ommended that each year a Certificate of Appreciation be 
given to the outgoing Chairman of each Section, and made 
the motion that the Council approve this recommendation. 
Dr. Lancaster seconded the motion and it carried. 

There was a motion by Dr. Jervey to make proper resolu- 
tions regarding the deaths of Dr. Rucker and Dr. Spies. The 
motion was seconded by Dr. Daniel and it carried. 

Dr. Moreton also suggested that letters be written to Dr. 
Harvey Garrison, Dr. T. W. Moore, and Dr. J. P. Culpepper, 
Jr., expressing regrets of their illnesses. He asked Mr. Loranz 
to write the letters and the resolutions. 

Dr. Moreton introduced Dr. Robert W. Kimbro, Cleburne, 
Texas, as the incoming Councilor from Texas. 


ELECTIONS BY THE COUNCIL 


(1) Chairman of the Council (one-year term): Dr. George 
D. Wilson, Asheville, North Carolina. 

(2) Vice-Chairman of the Council (one-year term): Dr. J. 
Garber Galbraith, Birmingham, Alabama. 

(3) Members of the Executive Committee (one-year term): 
Dr. M. M. Hattaway, New Orleans, Louisiana; Dr. 
Harry M. Robinson, Jr., Baltimore, Maryland; Dr. Oscar 
Benwood Hunter, Jr., Washington, D. C. 

(4) Member—Board of Trustees (six-year term): Dr. Edwin 
Hugh Lawson, New Orleans, Louisiana. 

(5) Member—Employees’ Pension Trust Committee (three- 
ee — Mr. C. P. Loranz, Birmingham, Alabama, 
re-elected. 


SELECTION COMMITTEE 
Dr. J. W. Jervey, Jr., Chairman 


The Selection Committee recommended the following nomi- 
nations for the elective offices of the Association: 
President-Elect (to be installed 
at St. Louis Meeting)............. Dr. Lee F. Turlington 
Birmingham, Alabama 
President-Elect (to be installed 
at Dallas Meeting)......... ....Dr. A. Clayton McCarty 
Louisville, Kentucky 


Fizet, Dr. Fount Richardson 
Fayetteville, Arkansas 
Second Vice-President................. Dr. Grayson Carroll 


St. Louis, Missouri 
Upon proper motion the Council, as the Nominating Com- 
mittee, approved the report of the Selection Committee. 
Dr. Moreton adjourned the meeting at 2:35 p.m. 


PROCEEDINGS OF THE COUNCIL 


St. Louis, Missouri, October 30, 1960, 8:00 a.m. 


The Council of the Southern Medical Association met in 
Public Function Room No. 7 of the Sheraton-Jefferson Hotel 
at 8:00 a.m. for a breakfast meeting. Those present were Dr. 
Robert D. Moreton, Chairman, Fort Worth, Texas; Dr. George 
D. Wilson, Vice-Chairman, Asheville, North Carolina; Dr. J. 
Garber Galbraith, Birmingham, Alabama; Dr. Euclid M. Smith, 
Hot Springs, Arkansas; Dr. Oscar Benwood Hunter, Jr., Wash- 
ington, D. C.; Dr. James H. Byram, Atlanta, Georgia; Dr. J. 
Duffy Hancock, Louisville, Kentucky; Dr. M. M. Hattaway, 
New Orleans, Louisiana; Dr. Harry M. Robinson, Jr., Balti- 
more, Maryland; Dr. Guy T. Vise, Meridian, Mississippi; Dr. 
O. P. J. Falk, Clayton, Missouri; Dr. J. W. Jervey, Jr., Green- 
ville, South Carolina; Dr. A. H. Lancaster, Knoxville, Tennes- 
see; Dr. Donald S. Daniel, Richmond, Virginia; Dr. Howard 
A. Swart, Charleston, West Virginia. Dr. Vernon D. Cushing, 
Oklahoma City, Oklahoma, and Dr. Joseph S. Stewart, Miami, 
Florida, were absent. 

Councilors-Elect present for the meeting were Dr. Donald F. 
Marion, Miami, Florida, Dr. Robert W. Kimbro, Cleburne, 
Texas, and Dr. Charles M. Caravati, Richmond, Virginia. Dr. 
J. Howard Stokes, Florence, South Carolina, was absent. 

Sitting with the Council were Dr. Edwin Hugh Lawson, 
President, New Orleans, Louisiana; Dr. Jack C. Norris, Second 
Vice-President, Atlanta, Georgia; Dr. Lee F. Turlington, Bir- 
mingham, Alabama; Dr. Joe T. Nelson, Associate Councilor, 
Weatherford, Texas; Dr. N. C. Hightower, Associate Councilor, 
Temple, Texas; Charles O. Finley, Chicago, Illinois; Robert F. 
Butts, Executive Secretary and Treasurer, Birmingham, Ala- 
bama; and Martha D. Hamilton, Administrative Assistant, Bir- 
mingham, Alabama. 

Dr. Moreton called the meeting to order. He then intro- 
duced Mr. Finley and presented him with Associate Member- 
ship in the Southern Medical Association. 

Dr. Daniel introduced Dr. Charles M. Caravati, Councilor- 
Elect for Virginia. 

Dr. Moreton introduced Dr. Donald F. Marion, Councilor- 
Elect for Florida; Dr. Joe T. Nelson and Dr. N. C. Hightower, 
Associate Councilors from Texas. 
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Dr. Jervey announced that Dr. J. Howard Stokes, Councilor- 
Elect for South Carolina, was absent due to illness. 

The Councilors whose terms expire with the St. Louis Meet- 
ing, Dr. Moreton, Dr. Jervey, and Dr. Daniel, expressed their 
appreciation to the Council for the privilege of serving with 
their colleagues for five years and pledged their continuing 
interest and support. 


Dr. Moreton adjourned the meeting at 10:00 a.m. 
WOMEN PHYSICIANS 


The women physicians of the Southern Medical Association 
held a luncheon, Monday, October 31, 12:30 p.m., Bel Air 
Motor Hotel. 

At the luncheon, Dr. Kathleen Smith, psychiatrist, St. Louis, 
Missouri, presented a paper entitled “Recent Studies on Schizo- 
phrenia,” and Dr. Meredith Payne, plastic surgeon, St. Louis, 
Missouri, presented a paper entitled ‘“‘Precusors of Hemangi- 
omas.” 


Officers for the women physicians for 1959-1960 were as 
follows: 


Chairman—Dr. Estelle A. Magiera, Jackson, Mississippi 
Vice-Chairman—Dr. Helen Gladys Kain, Washington, D. C. 


Local Chairman on Arrangements—Dr. M. Cecelia Reichert, 
St. Louis, Missouri 


ALUMNI REUNIONS 


St. Louis 
The following medical schools had a social function in con- 
nection with the St. Louis Meeting: 
Duke University School of Medicine, Durham, North Carolina 
Emory University School of Medicine, Atlanta, Georgia 
George Washington University School of Medicine, Washing- 


ton, D. C 
Medical College of Alabama, Birmingham, Alabama 
Medical College of Georgia, Augusta, Georgia 
Medical College of South Carolina, Charleston, South Caro- 


lina 

Tulane University School of Medicine, New Orleans, Louisi- 
ana 

University of Arkansas School of Medicine, Little Rock, 
Arkansas 

— of Louisville School of Medicine, Louisville, Ken- 
tucky 

University of Maryland School of Medicine, Baltimore, 
Maryland 

University of Mississippi School of Medicine, University, 
Mississippi 
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University of North Carolina School of Medicine, Chapel 
Hill, North Carolina 


University of Pennsylvania School of Medicine, Philadelphia, 


Pennsylvania 

University of Tennessee College of Medicine, Memphis, Ten- 
nessee 

Vanderbilt University School of Medicine, Nashville, Ten- 
nessee 

Washington University School of Medicine, St. Louis, Mis- 
souri 


Phi Delta Epsilon 
MEDICAL STUDENT REPRESENTATIVES 


_ Pursuant to action of the Council at the New Orleans Meet- 
ing in 1958, medical students from the following schools were 
guests of the Association at the St. Louis Meeting: 
St. Louis University School of Medicine, St. Louis, Missouri 
—Daniel A. Nealon 
University of Arkansas School of Medicine, Little Rock, 
Arkansas—Doyne Williams 
University of Louisville School of Medicine, Louisville, Ken- 
tucky—Donald Richard Knarr 
University of Missouri School of Medicine, Columbia, Mis- 
souri—Winston Efton Harrison 
University of Oklahoma School of Medicine, Oklahoma City, 
Oklahoma—Charles Harrison Hale 
University of Tennessee College of Medicine, Memphis, Ten- 
nessee—Elia C. Dimitri 
Vanderbilt University ot of Medicine, Nashville, Tennes- 
see—Robert H. Alfor 
Washington of Medicine, St. Louis, Mis- 
souri—Alan L. Graber 


REGISTERED ATTENDANCE (ST. LOUIS MEETING) 


Medical and Marsing Students... $05 
SCHEDULE OF FUTURE MEETINGS 
1961, Dallas—Fort Worth, Texas.............. November 6-9 
1962, Miami Beach, November 12-15 
1963, New Orleans, Louisiana................. November 18-21 
1964, Memphis, Tennessee.................... November 16-19 
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Officers 


Southern Medical Association 


1960-1961 


President—Dr. Lee F. Turlington, 1922 Tenth Avenue, 
South, Birmingham 5, Alabama 

President-Elect—Dr. A. Clayton McCarty, 3303 Browns- 
boro Road, Mockingbird Hill, Louisville 7, Ken- 
tucky 

First Vice-President—Dr. Fount Richardson, 316 West 
Dickson Street, Fayetteville, Arkansas 

Second Vice-President—Dr. Grayson Carroll, 3720 
Washington Boulevard, St. Louis 8, Missouri 

Executive Secretary & Treasurer and Business Manager 
—Mr. Robert F. Butts, 2601 Highland Avenue, Bir- 
mingham 5, Alabama 

Editor of Journal—Dr. R. H. Kampmeier, Vanderbilt 
University School of Medicine, Nashville 5, Tennes- 
see 

Advisor & Special Consultant—Mr. C. P. Loranz, 2601 
Highland Avenue, Birmingham 5, Alabama 

Councilors 

Dr. George D. Wilson, Chairman, Office Park, 168 
Merrimon Avenue, Asheville, North Carolina 

Dr. J. Garber Galbraith, Vice-Chairman, 909 South 
18th Street, Birmingham 5, Alabama 

Dr. Euclid M. Smith, 1103 Medical Arts Building, Hot 
Springs, Arkansas 

Dr. Oscar Benwood Hunter, Jr., 915 19th Street, 
Washington 6, D. C. 

Dr. Donald F. Marion, 169 East Flagler Street, Miami 
32, Florida 

Dr. James H. Byram, 506-511 Grand Theatre Build- 
ing, Atlanta 3, Georgia 

Dr. J. Duffy Hancock, 705 Brown Building, Louisville 
2, Kentucky 

Dr. M. M. Hattaway, Magnolia Medical Center, 4440 
Magnolia Street, New Orleans 15, Louisiana 

Dr. Harry M. Robinson, Jr., 1209 St. Paul Street, Balti- 
more 2, Maryland 

Dr. Guy T. Vise, 2120 Fourth Street, Meridian, Missis- 
sippi 

Dr. O. P. J. Falk, No. 3 Southmoor, Clayton 5, Mis- 
souri 

Dr. Vernon D. Cushing, Pasteur Medical Building, 711 
N.W. Tenth, Oklahoma City 3, Oklahoma 

Dr. J. Howard Stokes, 161 West Cheves Street, Flor- 
ence, South Carolina 

Dr. A. H. Lancaster, 608 West Main Street, Knoxville 
2, Tennessee 


Dr. Robert W. Kimbro, 310 West Chambers, Cleburne, 
Texas 


Dr. Charles M. Caravati, 807 West Franklin Street, 
Richmond, Virginia 


Dr. Howard A. Swart, 524 Medical Arts Building, 
Charleston 1, West Virginia 


Executive Committee of the Council 


Dr. George D. Wilson, Chairman 

Dr. J. Garber Galbraith, Vice-Chairman 
Dr. Lee F. Turlington, President 

Dr. A. Clayton McCarty, President-Elect 
Dr. Oscar Benwood Huater, Jr. 

Dr. M. M. Hattaway 

Dr. Harry M. Robinson, Jr. 


Board of Trustees 
(All are Past Presidents) 


Dr. R. L. Sanders (1961), 20 South Dudley Street, 
Suite 306 B, Memphis 3, Tennessee 

Dr. W. Raymond McKenzie (1962), Medical Arts 
Building, Baltimore 1, Maryland 

Dr. J. P. Culpepper, Jr. (1963), 709 Arledge Street, 
Hattiesburg, Mississippi 

Dr. W. Kelly West (1964), 520 Osler Building, Okla- 
homa City 3, Oklahoma 

Dr. Milford O. Rouse (1965), 1414 Medical Arts Build- 
ing, Dallas 1, Texas 

Dr. Edwin Hugh Lawson (1966), 2700 Napoleon Ave- 
nue, New Orleans 15, Louisiana 


Editorial Board 

Dr. Lenox D. Baker, Duke University School of Medi- 
cine, Durham, North Carolina 

Dr. Sullivan G. Bedell, 1103 Barrs Street, Jacksonville 
4, Florida 

Dr. Willis E. Brown, University of Arkansas School of 
Medicine, Little Rock, Arkansas 

Dr. Stanley A. Hill, 607 Fillmore Street, Corinth, Mis- 
sissippi 

Dr. John H. Lamb, Medical Arts Building, Oklahoma 
City 2, Oklahoma 

Dr. Preston A. McLendon, 2146 Wyoming Avenue, N. 
W., Washington 8, D. C. 

Dr. J. F. A. McManus, University of Alabama Medical 
Center, Birmingham 5, Alabama 

Dr. William F. Rienhoff, Jr., 1201 North Calvert 
Street, Baltimore, Maryland 

Dr. Charles Rieser, 819 Cypress Street, N.E., Atlanta 
8, Georgia 
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Dr. Curtice Rosser, 710 Medical Arts Building, Dallas 
1, Texas 


Living Past Presidents, Southern Medical Association 


Dr. C. C. Bass, 1480 Tulane Avenue, New Orleans 13, 
Louisiana 

Dr. T. W. Moore, 1209 Rugby Road, Huntington 5, 
West Virginia 

Dr. Fred M. Hodges, 1000 West Franklin Street, Rich- 
mond 20, Virginia 

Dr. Walter E. Vest, 1115 Ninth Avenue, Huntington 
1, West Virginia 

Dr. M. Pinson Neal, 812 Maupin Road, Columbia, 
Missouri 

Dr. Harvey F. Garrison, 529 North State Street, Jack- 
son, Mississippi 

Dr. James A. Ryan, Coppin Building, Covington, 
Kentucky 

Dr. E. Vernon Mastin, 721 Locust Street, St. Louis 1, 
Missouri 

Dr. M. Y. Dabney, 2721 Abingdon Road, Birmingham, 
Alabama 

Dr. Lucien A. LeDoux, 921 Canal Street, New Orleans 
16, Louisiana 

Dr. Hamilton W. McKay, 1012 Kings Drive, Charlotte 
7, North Carolina 

Dr. Curtice Rosser, 710 Medical Arts Building, Dallas 
1, Texas 

Dr. Walter C. Jones, 550 Brickell Avenue, Miami 32, 
Florida 

Dr. Alphonse McMahon, Missouri Theatre Building, 
St. Louis 3, Missouri 

Dr. R. L. Sanders, 20 South Dudley Street, Suite 306 B, 
Memphis 3, Tennessee 

Dr. W. Raymond McKenzie, Medical Arts Building, 
Baltimore 1, Maryland 

Dr. J. P. Culpepper, Jr., 709 Arledge Street, Hatties- 
burg, Mississippi 

Dr. W. Kelly West, 520 Osler Building, Oklahoma 
City 3, Oklahoma 

Dr. Milford O. Rouse, 1414 Medical Arts Building, 
Dallas 1, Texas 

Dr. Edwin Hugh Lawson, 2700 Napoleon Avenue, New 
Orleans 15, Louisiana 


Section Officers 


Section on Allergy 

Dr. Thomas E. Van Metre, Jr., Chairman, 1014 St. 
Paul Street, Baltimore 2, Maryland 

Dr. John P. McGovern, Vice-Chairman, 3509 Mon- 
trose Boulevard, Houston 6, Texas 

Dr. Claude A. Frazier, Secretary, 516 City Hall Build- 
ing, Asheville, North Carolina 

*Dr. Thomas R. McElhenney, Secretary-Elect, 1402 
Nueces Street, Austin 1, Texas 


Section on Anesthesiology 


Dr. Leonard William Fabian, Chairman, University 
Medical Center, 2500 North State Street, Jackson, 
Mississippi 
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Dr. Robert B. Dodd, Vice-Chairman, Barnes Hospital, 
St. Louis 10, Missouri 

*Dr. M. T. Jenkins, Secretary, Parkland Memorial 
Hospital, Department of Anesthesiology, Dallas 35, 
Texas 


Section on Dermatology and Syphilology 
Dr. J. Fred Mullins, Chairman, 827 Mechanic Street, 
Galveston, Texas 
*Dr. D. Shelton Blair, Vice-Chairman, 1110 Medical 
Arts Building, Dallas 1, Texas 
*Dr. Morris Waisman, Secretary, 706 Franklin Street, 
Tampa 2, Florida 


Section on Gastroenterology 

*Dr. Harrison J. Shull, Chairman, 333 Medical Arts 
Building, Nashville 12, Tennessee 

*Dr. Francis C. Douglas, Vice-Chairman, 1414 Medical 
Arts Building, Dallas 1, Texas 

Dr. Malcolm P. Tyor, Secretary, Department of Medi- 
cine, Duke University Medical Center, Durham, 
North Carolina 


Section on General Practice 
Dr. Barney W. Finkel, Chairman, 6508 West Floris- 
sant Avenue, St. Louis 20, Missouri 
*Dr. Eli R. Cox, Vice-Chairman, 6331 Prospect Avenue, 
Dallas 14, Texas 
*Dr. Stanley D. Hand, Secretary, Athens Clinic, Athens, 
Alabama 


Section on Gynecology 

Dr. Wm. Durwood Suggs, Chairman, 1213 West 
Franklin Street, Richmond 20, Virginia 

*Dr. Lawrence L. Hester, Jr., Vice-Chairman, Medical 
College Hospital, 55 Doughty Street, Charleston, 
South Carolina 

Dr. Buford Word, Secretary, 2205 Highland Avenue, 
Birmingham 5, Alabama 


Section on Industrial Medicine and Surgery 

Dr. A. N. Sam Houston, Chairman, 912 Union Street, 
New Orleans 12, Louisiana 

Dr. James L. Hughes, Chairman-Elect, Box 541, Greer, 
South Carolina 

Dr. James Frenkil, Vice-Chairman, 338 West Pratt 
Street, Baltimore 1, Maryland 

*Dr. William L. Macon, Secretary, 7200 Manchester 
Boulevard, St. Louis 17, Missouri 


Section on Medicine 


Dr. Kelly T. McKee, Chairman, Medical College 
Hospital, 55 Doughty Street, Charleston, South 
Carolina 

*Dr. I. Frank Tullis, Chairman-Elect, University of 
Tennessee, Department of Medicine, 858 Madison 
Avenue, Memphis 3, Tennessee 

*Dr. James A. Farley, Vice-Chairman, 1000 Fifth 
Avenue, Fort Worth 4, Texas 

*Dr. Margaret S. Klapper, Secretary, 1919 Seventh 
Avenue South, Birmingham 3, Alabama 
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Section on Neurology and Psychiatry 

Dr. Charles E. Dowman, Chairman, 1415 Peachtree 
Street, N.E., Atlanta 9, Georgia 

Dr. Joe E. Tyler, Chairman-Elect, 309 Columbia 
Building, 2651 East 2lst Street, Tulsa, Oklahoma 

*Dr. William G. Reese, Secretary, University of 
Arkansas Medical Center, 4301 West Markham 
Street, Little Rock, Arkansas 


Section on Obstetrics 
Dr. Ernest W. Franklin, Jr., Chairman, 1324 Scott 
Avenue, Charlotte 3, North Carolina 
Dr. John D. Gordinier, Vice-Chairman, 4122 Shelby- 


ville Road, Owens Medical Center, Louisville 7, 
Kentucky 


Section on Ophthalmology and Otolaryngology 
*Dr. Miles L. Lewis, Jr., Chairman, 1539 Delachaise 
Street, New Orleans, Louisiana 
*Dr. Samuel D. McPherson, Jr., Chairman-Elect, 1110 
West Main Street, Durham, North Carolina 
*Dr. Claude D. Winborn, Vice-Chairman, 3707 Gaston 
Avenue, Dallas 10, Texas 


Dr. Albert C. Esposito, Secretary, 1212 First National 
Bank Building, Huntington 1, West Virginia 


Section on Orthopedic and Traumatic Surgery 
Dr. Elias Margo, Chairman, 605 N.W. Tenth Street, 
Oklahoma City 3, Oklahoma 


Dr. H. Robert Brashear, Jr., Vice-Chairman, Uni- 
versity of North Carolina School of Medicine, 
Chapel Hill, North Carolina 


*Dr. Wood W. Lovell, Secretary, 340 Boulevard, N.E., 
Suite 545, Atlanta 12, Georgia 


Section on Pathology 
Dr. Warren B. Matthews, Chairman, c/o Kennestone 
Hospital, Marietta, Georgia 
*Dr. May Owen, Vice-Chairman, Terrell’s Laboratories, 
P. O. Box 1719, Fort Worth 2, Texas 


Dr. George J. Carroll, Secretary, Louise Obici Me- 
morial Hospital, Suffolk, Virginia 


Section on Pediatrics 


Dr. Theodore C. Panos, Chairman, University of 
Arkansas Medical Center, Little Rock, Arkansas 
*Dr. Richard W. Blumberg, Vice-Chairman, Emory 
University School of Medicine, 69 Butler Street, 

S.E., Atlanta 3, Georgia 
Dr. Harris D. Riley, Secretary, Department of 
Pediatrics, Children’s Memorial Hospital, Univer- 
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sity of Oklahoma Medical Center, 800 Northeast 
Thirteenth Street, Oklahoma City 4, Oklahoma 


Section on Physical Medicine and Rehabilitation 
Dr. Torsten H. Lundstrom, Chairman, 7600 Carroll 
Avenue, Takoma Park 12, Maryland 
Dr. Solomon Winokur, Chairman-Elect, 4900 Pry- 
tania Street, New Orleans 15, Louisiana 


*Dr. Robert A. Gregg, Secretary, 4001 East Bessemer 
Road, Greensboro, North Carolina 


Section on Plastic and Reconstructive Surgery 

*Dr. Robert F. Hagerty, Chairman, 280 Calhoun 
Street, Charleston, South Carolina 

*Dr. Erle E. Peacock, Jr., Vice-Chairman, North 
Carolina Memorial Hospital, Chapel Hill, North 
Carolina 

*Dr. Clifford C. Snyder, Secretary, 550 Brickell Ave- 
nue, Miami 32, Florida 


Section on Proctology 
Dr. Patrick H. Hanley, Chairman, Ochsner Clinic, 
3503 Prytania Street, New Orleans 15, Louisiana 
*Dr. Alvin Baldwin, Jr., Vice-Chairman, 714 Doctors 
Building, 3707 Gaston Avenue, Dallas 10, Texas 
*Dr. R. Leeves McCarty, Secretary, 1515 Elizabeth 
Avenue, Charlotte 4, North Carolina 


Section on Radiology 


Dr. Herbert C. Francis, Chairman, Vanderbilt Uni- 
versity Hospital, Nashville 5, Tennessee 

Dr. Seymour Ochsner, Vice-Chairman, Ochsner 
Clinic, 3503 Prytania Street, New Orleans 15, 
Louisiana 

*Dr. Robert D. Sloan, Secretary, University Medical 
Center, 2500 North State Street, Jackson 6, Mis- 
sissippi 

Section on Surgery 

Dr. Marshall L. Michel, Chairman, 1441 Delachaise 
Street, New Orleans 15, Louisiana 

*Dr. Benjamin F. Byrd, Jr., Secretary, 2122 West End 
Avenue, Nashville, ‘Tennessee 


Section on Urology 
Dr. Reese C. Coleman, Jr., Chairman, 490 Peachtree 
Street, N.E., Atlanta 8, Georgia 
Dr. William H. Morse, Vice-Chairman, 188 South 
Bellevue Street, Memphis 4, Tennessee 


*Dr. Samuel K. Cohn, Secretary, 2701 South 10th 
Avenue, Birmingham 5, Alabama 


*New Officers—Elected at St. Louis Meeting, 1960. 


O the Ldical 


Do you know of a deserving member of Southern Medical Association whom you 
would like to nominate for one of the following Awards? If so, you are requested 
to complete the required forms for nomination at your earliest convenience. These 
awards will be presented to the recipients at the Fifty-Fifth Annual Meeting in Dallas, 
November 6-9, 1961. 


DISTINGUISHED SERVICE AWARD 


“The Distinguished Service Award of the Association may be awarded annually to any 
member of the Association in recognition of outstanding contributions to the advance- 
ment of medical science. Any member of the Association shall be eligible to receive the 
award and nominations may be made by any member of the Association.” 


This award was established in 1955 and has been bestowed upon five outstanding Asso- 
ciation members. 


RESEARCH MEDAL 


“The Research Medal may be awarded from time to time to a member of the Asso- 
ciation for meritorious and original research work provided the member has made con- 
tributions of sufficient importance to merit this distinction; the Council to provide for a 
proper committee to evaluate research work and report to the Council.” 


This award was established in 1912 and has been awarded a total of seventeen times, the 
last award being made at the St. Louis meeting in 1960. 


SEALE HARRIS MEDAL 


“The Seale Harris Medal may be awarded to some member of the Association as recog- 
nition for important research accomplishment in the broad field of metabolism, endocri- 
nology, nutrition, or for research which contributes to a better understanding of the 
chemical changes occurring in disease.” 


This award, established at the New Orleans meeting in 1958, was awarded for the first 
time at the Atlanta meeting in 1959, and again at the St. Louis meeting in 1960. 


METHOD OF SELECTION OF RECIPIENT 


e Any member of the Association in good standing is eligible for nomination as 
a recipient of awards. 
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e Any member in good standing of the Association may nominate a recipient for awards. 


¢ The nominations for the recipient are evaluated by an unpublicized committee which selects 
three of the nominees annually and submits their names to the Council of the Southern Medical 
Association. 


e The Council elects annually one of the three submitted by the Committee on Special Awards as 
the recipient. 


¢ The election by the Council is held during the Annual Meeting of the Association and the win- 
ner is publicly presented to the Association during the last general session of the mein at 
a given annual meeting. 


MECHANICS 


Certain rules and regulations governing mechanics for nomination for awards are pro- 
vided in the Constitution. Any member of the Association desiring to. place a fellow 
physician member in nomination may secure official forms upon which nominations 
shall be made from the headquarters office. Forms provide for: 


© Biographical information on the nominee, including a recent photograph 
© Medical education and training of the nominee 


© A professional history, including private practice, specialty training, contributions 
to medical literature, teaching affiliations, staff connections, etc. 


© A detailed description of a specific or general contribution or accomplishment of the 
nominee to the advancement of medical science or any of its phases upon which the 
nomination is to be based 


¢ Substantiating evidence of merit, including printed materials, publications, articles, 
other citations, etc. 


The completed forms (and no nomination can be processed without the completion of 
all proper forms) may be mailed to the Executive Secretary of the Association, 2601 
Highland Avenue, Birmingham 5, Alabama, or mailed direct to the First Vice-President. 
The Committee on Special Awards will submit the names of not more than three nomi- 
nees for each award to the Council during its first session at a given annual meeting and 
the election of the recipient by the Council shall be held at its first session. 


The elected recipients will be notified of their election and shall receive the award at 
the last general session of the Association. 


For further information, please write: 


SOUTHERN MEDICAL ASSOCIATION 
2601 Highland Avenue 


Birmingham 5, Alabama 
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MEDICAL NEWS 


Continued from page 89 


Dr. Robert R. Nardone, Miami, has been certified by 
the American Board of Obstetrics and Gynecology. 

Dr. William A. Terheyden, Miami, has been certi- 
fied by the American Board of Orthopaedic Surgery 
and has been elected to Fellowship in the American 
Academy of Orthopaedic Surgeons. 


Dr. Jack L. Cantor, Miami, is a newly elected Fellow 
of the International College of Surgeons. 

Dr. Harold O. Hallstrand, Miami, has been ap- 
pointed a Regent for the state of Florida, U. S. section, 
International College of Surgeons. He is also a member 
of the Board of Governors for the ICS. 


GEORGIA 


Dr. Vilda Shuman, Waycross, has been named to the 
volunteer post of state advisor on women’s activities 
for the National Foundation in Georgia. 

Dr. Charles W. Hock, Augusta, has been appointed 
Georgia State Chairman of the World Medical Associa- 
tion. 


New members of the Medical Association of Georgia 
include: Drs. Theodore M. Avellone, Donald C. Chait, 
Joseph H. Dimon III, Chenault W. Hailey, Hamilton 
W. McKay, Jr., Leszek Ochota, David H. Smith, and 
William A. Wood, Jr., all of Atlanta; Drs. Paul E. 
Fitzpatrick, Murray B. Lumpkin, and Donald Ray 
Thomas, all of Dalton; Dr. James B. Wilbanks, Clarkes- 
ville; Drs. Robert D. Dean, Werner A. Linz and 
Florentin H. Toledo, all of LaGrange; Drs. Jay R. 
Johnson, Ray L. Peacock, Jr., and Leland L. Pool, all 
from Gainesville; Dr. James R. Carey, Warner Robins; 
Dr. William D. Crawley, Jr., Rossville; Dr. Haskell M. 
Heller, Savannah; Drs, James M. Kelley, William L. 
Moore, Jr., and Bozidar F. Voljavec, all of Rome; Dr. 
Joseph Martinez, Waycross; Dr. Walter R. Voyles, 
Waynesboro; and Dr. Terrell B. Tanner, Beeville, 
Texas. 


Dr. Stephen W. Brown, Augusta, is the new Treas- 
urer of the American Roentgen Ray Society. 

The American College of Gastroenterology has as a 
Trustee Dr. Maxwell R. Berry, Atlanta, and as a 
Governor, Dr. William C. Coles, Atlanta. 

Dr. John T. Godwin, Atlanta, has been appointed as 
a member of the Board of Registry, American Board 
of Registry of Medical Technologists of the American 
Society of Clinical Pathologists. 

Dr. Everett L. Bishop, Atlanta, has been elected an 
honorary member of the Sociedad Colombiana de 
Patologia (Colombian Society of Pathology). 

Dr. John R. Lewis, Jr., Atlanta, is serving as a Vice- 
President of the Atlanta Writers Club. 

Dr. David Henry Poer, Atlanta, was recently elected 
First Vice-President of the American College of 
Surgeons. New Fellows of the College from Georgia 
include Drs. William Bondurant, William W. Moore, 
Jr., Louis S. Riccardi, John E. Skandalakis and William 
C. Wansker, all of Atlanta; Dr. Robert A. Collins, jr. 
Americus; Dr. Calvin L. Edwards, Dalton; Drs. Alva 
H. Faulkner, William D. Jennings, Jr., and George W. 
Smith, Augusta; Dr. Benjamin T. Galloway, Brunswick; 
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Drs. Stuart G. Blackshear, John K. Burns III, and 
Walter F. Durden, Gainesville; Drs. W. Morris Brown, 
Jr., R. James Hopper, Claude L. Pennington and Wil- 
liam C. Shirley, Macon; Dr. J. Moultrie Lee, Savannah; 
and Dr. Robert C. Behrens, Smyrna. 


KENTUCKY 


Officers of the Kentucky State Medical Association 
include Dr. Richard G. Elliott, Lexington, President; 
Dr. Gaithel L. Simpson, Greenville, President-Elect; 
and Drs. Foster D. Coleman, Louisville, Wendell V. 
Lyon, Ashland, and James T. Gilbert, Bowling Green, 
Vice-Presidents. Dr. J. M. Stevenson, Brooksville, is 
Chairman of KSMA’s Board of Trustees, and Dr. 
Wyatt Norvell, New Castle, is Vice-Chairman. 


Dr. Rudy J. Ellis, Louisville, was elected President of 
the Kentucky Orthopaedic Society recently. 


Dr. William H. Anderson, Harlan, is President of 
the Kentucky Chapter of the American College of 
Chest Physicians. 

Eighteen Kentucky physicians have been initiated as 
Fellows of the American College of Surgeons. They 
are Drs. Harold W. Bradshaw, H. William Fister, Hoyt 
D. Gardner, Harvey C. Hardegree, Jr., Daniel E. 
Mahaffey, Frederick C. Reiss, and Giles L. Stephens, 
Louisville; Dr. Edward C. Bowling, Jr., Lebanon; Dr. 
Caleb H. Y. Chu, Oneida; Dr. Crocker B. Clegg, 
Elizabethtown; Dr. William G. Clouse, Richmond, Dr. 
Royce E. Dawson, Owensboro; Dr. Edwin L. Jones, 
Mount Sterling; Dr. Glenn L. Pfister, Fort Thomas; 
Dr. Reginald J. Phillips, Jr., Owensboro; Dr. Ray M. 
Slabaugh, Lexington; Dr. Richard C. Stuntz, Harlan; 
and Dr. John F. Weiksnar, Whitesburg. 

Dr. John Russell Cole, Lexington, has joined the 
staff of the Lexington Clinic. 

Dr. Fred R. Scroggins, Williamstown, has been ap- 
pointed to the Kentucky Fish & Wildlife Resources 
Commission to represent the Fifth Kentucky Wildlife 


District. 
LOUISIANA 


Dr. Alton Ochsner, New Orleans, is President of the 
Pan-Pacific Surgical Association. 

Dr. Louis Ochs, Jr., New Orleans, Associate Profes- 
sor of Medicine at Louisiana State University School of 
Medicine, has been chosen President-Elect of the 
American College of Gastroenterology. 


Dr. Joseph D. Russ, New Orleans, is Secretary of the 
American Academy for Cerebral Palsy. 


New officers of the Orleans Parish Medical Society 
include Dr. John F. Oakley, President-Elect; Dr. John 
J. Archinard, First Vice-President; Dr. Louis A. Monte, 
Second Vice-President; Dr. John L. Kron, Third Vice- 
President; Dr. C. F. Bellone, Secretary; and Dr. Spencer 
B. McNair, Treasurer. All are of New Orleans. 


MARYLAND 


New faculty appointments at Johns Hopkins Uni- 
versity School of Medicine include Dr. Walter H. 
Sheldon, Professor of Pathology; and Dr. Irving Leo- 
pold, Professor of Ophthalmology. 

New officers of the Montgomery County Medical 
Society are Dr. Charles H. Ligon, Sandy Spring, Presi- 
dent; Dr. DeWitt E. DeLawter, Washington, D. C., 
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Vice-President; Dr. James A. Roberts, 6ilver Spring, 
Secretary; and Dr. John P. Haberlin, Silver Spring, 
Treasurer. 

Dr. Thomas F. Lewis, Cumberland, was recently 
made a Fellow of the American College of Surgeons. 

Col. Robert C. Kimberly, MC, a member of the staff 
of Johns Hopkins Hospital in Baltimore, is Third Vice- 
President of the Association of Military Surgeons of 
the United States. 


NOTICE 


Southern Medical Association is sending a 
ballot for choosing a Councilor-Elect in Mary- 
Jand along with an explanatory letter from Dr. 
A. Clayton McCarty, President-Elect, to every 
member in this state. Please mark your choice 
for one of the three nominees or write in your 
choice and return the ballot immediately to 
Southern Medical Association, 2601 Highland 
Avenue, Birmingham 5, Alabama. The elected 
person will be appointed by Dr. McCarty at the 
close of the Dallas meeting to succeed Dr. Harry 
M. Robinson, Jr. 


MISSISSIPPI 


Dr. Guy T. V:se, Meridian, was chosen by acclama- 
tion as President-Elect of the Mississippi Academy of 
General Practice. Dr. Vise is Councilor from Missis- 
sippi to Southern Medical Association. Other officers 
named were Dr. Eldon L. Bolton, Biloxi, Vice-Presi- 
dent; and Dr. John Roy Bane, Jr., Jackson, Secretary- 
Treasurer. 

Dr. Robert J. Moorhead, Yazoo City, was recently 
inaugurated President of the Association of American 
Physicians and Surgeons. 

Dr. R. G. Hendrick, Okolona, has been named a 
member of the Okolona Municipal Separate School 
District Board of Trustees. 

Dr. Patrick R. Hunter has joined the staff of the 
Gamble-Archer Clinic in Greenville. 

Drs. H. S. Rayner and Richard Riley, Meridian, were 
recently named Directors of the Lauderdale County 
Cancer Society. 

Dr. Richard E. Schuster, Brandon, has been ap- 
pointed Rankin County Civil Defense Director. 

New members of the Mississippi State Medical Asso- 
ciation are Dr. Daniel G. Gonzalez, Lucedale; Dr. 
Robert D. McBroom III, Centreville; Dr. William S. 
Moore, Olive Branch; and Dr. James C. Ratcliff, 
Brooksville. 


MISSOURI 


Officers of the medical staff of Deaconess Hospital, 
St. Louis, are Dr. George E. Scherr, Richmond Heights, 
President; Dr. John J. Roth, St. Louis, President-Elect; 
Dr. William L. Macon, Maplewood, Vice-President; 
and Dr. Francis O. Trotter, Jr., St. Louis, Secretary- 
Treasurer. 

The Boone County Court has appointed Dr. Benedict 
A. Moranville, Columbia, as acting county physician 
of Boone County. 
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Medical staff officers of St. Joseph Hospital, Kirk- 
wood, are Dr. Waldo Edwards, St. Louis, President; Dr. 
John C. Martz, St. Louis, President-Elect; and Dr. 
James E. Meyer, Ballwin, Secretary-Treasurer. 

Newly elected President of the Burge-Protestant 
Hospital medical staff at Springfield is Dr. R. C. 
Conrad. Other officers include Dr. Robert D. Duncan, 
President-Elect; Dr. Cecil R. Auner, Secretary; and 
Dr. Lyle D. Litton, Treasurer. The physicians are all 
of Springfield. 

Dr. Helen Bruce, St. Louis, has recently been ap- 
pointed Director of School Health of the St. Louis 
schools. 

Dr. H. E. Petersen, St. Joseph, has been named 
Chairman of the Buchanan County chapter of the 
March of Dimes. 


The medical staff of the Memorial Hospital of 
Harrisonville has elected Dr. Jackson C. Moody, 
Harrisonville, as President. 


New members of the Missouri State Medical Associ- 
ation are Drs. Alfred K. Cheng and Lawrence L. Hyde, 
both of Kansas City; Dr. Frederick W. Kratz, Liberty; 
Dr. Gene A. McFadden, Clinton; Dr. Lawrence L. 
Perry, Jr., North Kansas City; and Dr. Charles T. 
Riley, Richmond. 

Officers of the medical staff of Trinity Lutheran 
Hospital in Kansas City include Dr. Milton B. Case- 
bolt, President; Dr. Dan Berger, President-Elect; and 
Dr. Earl R. Knox, Secretary-Treasurer, all of Kansas 
City. 

Dr. Carl G. Leitch, Kansas City, is President of the 
Missouri Academy of General Practice, and Dr. Roy 
W. Pearse, Jr., Nevada, is President-Elect. 

Officers of the St. Louis chapter of the American 
Academy of General Practice are Dr. Vernon E. 
Michael, St. Louis, President; Dr. Wilbur A. Mul- 
larky; St. Louis, President-Elect; Dr. Eugene H. Edele, 
St. Louis, Vice-President; Dr. Lois C. Wyatt, Kirk- 
wood, Secretary; and Dr. Richard F. Jotte, St. Ann, 
Treasurer. 


The Missouri Baptist Hospital, St. Louis, has re- 
elected Dr. C. H. Kilker, Chief of Staff; Dr. Robert 
Smith, Associate Chief of Staff; Dr. Warren Lonergan, 
Secretary; and Drs. Preston C. Hall, George Anstey, 
Drennan Bailey and Edward M. Cannon, members of 
the Executive Committee. 

Dr. Edward C. Weiford, Kansas City, is Secretary 
of the Congress of Neurological Surgeons. 

Dr. William L. Valk, Kansas City, has been appointed 
as a member of the Board of Regents of the National 
Library of Medicine. 

Dr. Gerald L. Miller, Kansas City, was recently 
elected Vice-President of the Central Association of 
Obstetricians and Gynecologists. 

The following Kansas City physicians have recently 
been inducted as Fellows of the American College of 
Surgeons: Drs. Robert S. Brown, Samuel Kantor, Wil- 
liam A. Leo, William B. McCunniff, Milton B. Ozar, 
Marion W. Richardson, James T. Robison, Jr., Chris- 
topher Y. Thomas, Jr., and L. Marvin Roberts. 

Dr. Donald F. Coburn, Kansas City, is Vice-Presi- 
dent of the American Academy of Neurological 
Surgery. 

Dr. Richard H. Kiene, Kansas City, is President of 
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the Missouri Society for Crippled Children and Adults. 

New appointments at the University of Missouri 
Medical Center include Dr. William D. Mayer, As- 
sistant Dean and Assistant Professor of Pathology; and 
Drs. Charles Bradbrook and Jerome Frankel, both in 
the Department of Surgery as Assistant Instructors in 
Ophthalmology. 

Dr. Robert L. Jackson, Professor of Pediatrics and 
Chairman of the Department at the University of Mis- 
souri Medical Center, has been invited to serve on the 
Editorial Board of Diabetes, the Journal of the Ameri- 
can Diabetes Association, and to be a member of the 
Editorial Advisory Board of the ADA Forecast. 


NOTICE 


Southern Medical Association is sending a 
ballot for choosing a Councilor-Elect in Mis- 
souri along with an explanatory letter from Dr. 
A. Clayton McCarty, President-Elect, to every 
member in this state. Please mark your choice 
for one of the three nominees or write in your 
choice and return the ballot immediately to 
Southern Medical Association, 2601 Highland 
Avenue, Birmingham 5, Alabama. The elected 
person will be appointed by Dr. McCarty at the 
close of the Dallas meeting to succeed Dr. O. P. 
J. Falk. 
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ford N. Edwards, Winston-Salem; Dr. William B. 
Jones, Jr., Warrenton; and Dr. Charles J. Wilson, 
Spruce Pine. 


NORTH CAROLINA 


The Forsyth County Medical Society in cooperation 
with the Forsyth Cancer Service announces the Tenth 
Annual Symposium on Cancer to be held in Winston- 
Salem, Thursday, March 9, 1961, in the ballroom of 
the Robert E. Lee Hotel. For further information 
contact Mrs. Bruce Williams, Executive Director, 
Forsyth Cancer Service, 610 Coliseum Drive, Winston- 
Salem, North Carolina. 


New officers of the North Carolina Radiological 
Society are Dr. Isadore Meschan, Winston-Salem, Presi- 
dent; Dr. Owen W. Doyle, Greensboro, President- 
Elect; Dr. Simmons I. Patrick, Kinston, Vice-President; 
and Dr. A. B. Croom, High Point, Secretary-Treasurer. 

Dr. John E. Dees, Durham, is President of the North 
Carolina Urological Association. Other officers in- 
clude Dr. Benjamin B. Langdon, Fayetteville, Vice- 
President; and Dr. Jack Hughes, Durham, Secretary- 
Treasurer. 

New faculty appointments at the University of North 
Carolina School of Medicine are Dr. George P. Ven- 
nart and Dr. David F. Freeman. Dr. Joseph K. Spitz- 
nagel has been promoted from Assistant Professor to 
Associate Professor in the Department of Bacteriology. 

New members of the Medical Society of the State of 
North Carolina are Dr. Cecil L. Barrier, Lawndale; 
Dr. Joseph J. Allen, Warrenton; Dr. J. Malcombe Mc- 
Donald; Canton; Dr. Robert Grant, Waynesville; Dr. 
William E. Lassiter, Chapel Hill; Dr. William B. 
Blythe, Chapel Hill; Dr. Joseph L. Smith, Durham; 
Dr. Jesse G. Smith, Jr., Durham; Dr. George P. Ven- 
nart, Chapel Hill; Dr. Benjamin E. Britt, Raleigh; 
Dr. Odell C. Kimbrell, Raleigh; Dr. John R. Taylor, 
Enka; Dr. Robert T. Chambers, Thomasville; Dr. Clif- 


NOTICE 


Southern Medical Association is sending a 
ballot for choosing a Councilor-Elect in North 
Carolina along with an explanatory letter from 
Dr. A. Clayton McCarty, President-Elect, to 
every member in this state. Please mark your 
choice for one of the three nominees or write in 
your choice and return the ballot immediately 
to Southern Medical Association, 2601 Highland 
Avenue, Birmingham 5, Alabama. The elected 
person will be appointed by Dr. McCarty at the 
close of the Dallas meeting to succeed Dr. 
George D. Wilson. 


OKLAHOMA 


Dr. Carl Lindstrom is President of the medical staff 
of Tulsa’s new Saint Francis Hospital. Named as heads 
of departments are: Dr. Robert G. Tompkins, Medi- 
cine; Dr. James B. Thompson, Surgery; Dr. John F. 
Fitzgibbons, Pathology; Dr. Walter E. Brown and Dr. 
D. Reid Tickle, Radiology; and Dr. Howard A. Ben- 
nett, Anesthesia. 


Dr. A. D. Roberston has been named Medical Di- 
rector of the Rehabilitation Center at Oklahoma State 
Tech, Okmulgee. 

The American College of Surgeons has the following 
new Fellows from Oklahoma: Dr. Duane A. Barnett, 
Ponca City; Dr. Glen Floyd, Bartlesville; Dr. Jed E. 
Goldberg, Tulsa; Dr. John T. Hicks, Jr., Lawton; and 
Drs. Karl K. Boatman, Leonard H. Brown, Paul D. 
Erwin, Warren L. Felton II, Gilbert L. Hyroop, Rene 
B. Menguy, William A. Miller, Louis E. Speed, and 
Charles A. Tollett, all of Oklahoma City. 

Dr. Charles A. Smith, Norman, is President of the 
Mid-Continent Psychiatric Association. 

Dr. J. C. Wagner has accepted an appointment as a 
staff physician for Western State Hospital at Fort 
Supply as Head of the Department of Geriatrics. 

Officers of the Oklahoma Chapter of the American 
College of Surgeons are Dr. Pat Fite, Sr., Muskogee, 
President; Dr. Joe Parker, Oklahoma City, President- 
Elect; Dr. Hugh Perry, Tulsa, Vice-President; and Dr. 
Ed Moore, Tulsa, Councilor. 

Dr. Charles E. Green, Lawton, has been appointed 
Comanche County Superintendent of Health. 

Dr. Howard Frieze is now associated with the 
Holland-Frieze Clinic in Broken Arrow. 


SOUTH CAROLINA 


The South Carolina Academy of General Practice 
has named its new officers: Dr. Martin M. Teague, 
Laurens, President; Dr. Swift Black, Dillon, Presi- 
dent-Elect; Dr. Horace Whitworth, Greenville, Vice- 
President; Dr. Jim Blanton, Chesnee, Treasurer; and 
Dr. Bill Bannon, Simpsonville, Treasurer. 

Dr. John A. Siegling, Charleston, is President of 
the South Carolina Orthopedic Association. Dr. Frank 
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Stelling, Greenville, is Vice-President; Dr. James 
Green, Columbia, Secretary-Treasurer; and Dr. Wil- 
liam Boyd, Columbia, President Emeritus. 

Dr. Reese W. Bradford has assumed his position 
on the medical staff of the South Carolina State 
Hospital with assignment to the men’s service, Colum- 
bia Unit. 

Dr. R. L. Redfield has joined the medical staff 
of Beaufort Memorial Hospital in Beaufort. 

Officers of the Piedmont Post Graduate Clinical 
Assembly include Dr. George V. Rosenberg, Abbe- 
ville, President; Dr. William Lummus, Anderson, 
Executive Vice-President; Dr. Frank Espey, Green- 
ville, Vice-President; Dr. William H. Hunter, Clem- 
son, Registrar; and Dr. Ned Camp, Anderson, Secre- 
tary-Treasurer. 

Dr. Hugh W. Mole, Denmark, is a new member 
of The American Board of Abdominal Surgery. 


TENNESSEE 


Dr. Sam H. Sanders, Memphis, is President of 
the American Society of Facial Plastic Surgery. 

Dr. George R. Mayfield, Jr., is serving as Patholo- 
gist and Director of Clinical Laboratories at the 
Maury County Hospital in Columbia. 

Officers of the East Tennessee Radiological So- 
ciety are Dr. John M. Higgason, Chattanooga, Presi- 
dent; Dr. James Jacob Range, Johnson City, President- 
Elect; and Dr. Clifford L. Walton, Jr., Knoxville, 
Vice-President. 

Dr. Richard O. Cannon, Nashville, is President- 
Elect of the Medical School—Teaching Hospital Sec- 
tion of the Association of American Medical Colleges. 

Dr. F. Tremaine Billings, Nashville, has been 
named Dean of Students at Vanderbilt University 
School of Medicine. 

Dr. Merlin L. Trumbull, Memphis, is President- 
Elect of the American Society of Clinical Pathologists. 

Officers of the medical staff of the Obion County 
General Hospital at Union City are Dr. Richard H. 
White, Hickman, President; Dr. R. L. Gilliam, Union 
City, Vice-President; and Dr. Harold Butler, Union 
City, Secretary. 

Dr. James B. Ely, Knoxville, is area Vice-President 
of the Tennessee Division of the American Cancer 
Society. 

Dr. Harry Baer has joined the Queen City In- 
firmary in Tullahoma where he will head the De- 
partments of Obstetrics and Gynecology. 

Dr. Bland W. Cannon, Memphis, is the Chairman 
of the Shelby United Neighbors Medical Division. 

Dr. J. C. Ayers, Jr., Memphis, has been appointed 
to the staff of the Shelby County Hospital. 

Dr. Harold M. Kelso, Knoxville, has been named 
Director of the Knox County Health Department. 


Dr. Addison B. Scoville, Jr., Nashville, is President 
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of the Tennessee Society of Internal Medicine. Dr. 
John Young, Memphis, is President-Elect; and Dr. 
Richard Secton, Knoxville, Secretary-Treasurer. 


TEXAS 


Officers recently elected at the meeting of the 
Scott and White alumni were Dr. Mavis Kelsey, 
Houston, President; Dr. Albert M. McCulloh, Brady, 
Vice-President; and Dr. A. C. Broders, Jr., Temple, 
Secretary-Treasurer. 

Dr. John J. Andujar, Fort Worth, has been in- 
stalled as President of the American Society of Clinical 
Pathologists. 

Dr. R. R. White, Temple, has been elected to the 
Advisory Board of the Mayo Foundation. 

Dr. J. G. Rodarte, Temple, was recently elected 
a Trustee of the American Association of Medical 
Clinics. 

Dr. Jack M. Partain, San Antonio, is President of 
the Texas Academy of General Practice. 


Dr. John S. Chapman, Professor of Medicine and 
Assistant Dean for Postgraduate Education, South- 
western Medical School of the University of Texas, 
will be the guest speaker at a Medical Science Day 
in Temple, Feb. 1, 1961. The program will be spon- 
sored by Lippincott’s Medical Science. In the after- 
noon, Dr. Chapman will speak at the Scott and 
White Clinic on “Anonymous Mycobacteria”; and 
in the evening, he will address the Bell County 
Medical Society on “Relations of Steroids to Tuber- 
culosis.” 


The University of Texas M. D. Anderson Hospital 
and Tumor Institute announces that the Fifteenth An- 
nual Symposium on Fundamental Cancer Research, 
“The Molecular Basis of Neoplasia,” will be held Feb. 
23-25, 1961, in the M. D. Anderson Hospital Audi- 
torium in Houston. For further information please 
contact the Publication Department at The University 
of Texas M. D. Anderson Hospital and Tumor Insti- 
tute, Texas Medical Center, Houston 25, Texas. 

Dr. Herman L. Gardner, Houston, is Secretary- 
Treasurer of the Central Association of Obstetricians 
and Gynecologists. 


Dr. Samuel R. Snodgrass, Professor of Neurosurgery 
at the University of Texas Medical Center, has been 
elected President of the American Academy of Neuro- 
logical Surgery. 


Dr. George W. N. Eggers, Galveston, is the new 
President of the American Academy for Cerebral 
Palsy. 

Dr. Marvin P. Knight, Dallas, is Vice-President of 
the Clinical Orthopaedic Society. 

Major General M. Samuel White, MC, USAF, 
Randolph Air Force Base, has been elected Fifth 
Vice-President of the Association of Military Sur- 
geons of the United States. 
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BOOK REVIEWS 


Continued from page 91 


has been carried out admirably, with widespread ap- 
plication presented in a lucid manner and with ex- 
ceptionally clear tables and graphs. Although it has 
been traditional and rewarding to consider disorders 
of respiratory function in terms of the specific mech- 
anisms involved, there has been a need for considera- 
tion of clinical diseases in terms of their applicable 
processes (rarely just one) in a single volume, which 
this book provides. 

The conclusion points out, “once the physiologic 
parameters of pulmonary function have been estab- 
lished, one can ... define . . . specific therapy,” and 
quite aptly, “the teaching and learning of chest medi- 
cine has acquired a new appeal.” To further this the 
curse of being encyclopedic has been avoided without 
sacrificing academicity. This is a job difficult in a 
field as fluid as this in which reports are frequent; 
recent papers on the ventilatory defect in Parkinson- 
ism, blood-gas studies in influenza and new studies in 
cardiopulmonary function in kyphoscoliosis escaped 
inclusion but do not in the least detract from the use- 
fulness of the book. The basis for understanding 
respiratory abnormalities in any situation is provided 
both by the thorough orientation in the first half and 
the review of a large number of clinical examples in 
the remainder. The distinction between “senile” and 
diffuse, obstructive emphysema is emphasized, and 
subjects usually given little discussion, such as polycy- 
themia, lung cysts, and pneumonectomy are each as- 
signed a separate chapter. This book should stand un- 
surpassed for medical students and all physicians not 
intimate with this area. 


Pediatric Pathology 


By Daniel Stowens, M.D., Associate Professor of 
Pathology, University of Southern California. 675 
pages. Baltimore: Williams & Wilkins Company, 
1959. Price $20.00. 


The purpose of this work is to acquaint pathologists 
with an often neglected area in their training, the 
anatomic appearances with respect to diseases of 
childhood. It is to be added that the material present- 
ed here can supplement the training of the pedia- 
trician. 

This is a large volume, commenting on virtually all 
disorders on the pediatric patient associated with 
anatomic change. Most subjects are dealt with briefly. 
If this be a deficit it is compensated for by an exten- 
sive bibliography. 

The phraseology is succinct and lucid, some state- 
ments provocative or controversial. A certain amount 
of clinical data has been included, for the author does 
not believe that morbid anatomy comprises all of 
pathology. The clinical material presented consists of 
anatomic changes encountered on physical examina- 
tion, reference to genetic and statistical considerations, 
and ideas of pathogenesis where applicable. Some of 
the descriptions contain interesting, albeit little 


known facts, particularly on the subject of congenital 
malformations. 
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The format is attractive, the printing easily read 
and the text illustrated by numerous black and white 
photomicrographs of excellent quality. 

This book is recommended for pathologists and 
pediatricians, primarily as a reference source for the 
latter. 


Worth and Chavasse’s Squint 


Ninth edition by T. Keith Lyle, M.D., and G. J. 0, 

Bridgeman, M.D., London. 382 pages. Baltimore: 

Williams & Wilkins Company, 1959. Price $10.00. 

This ninth edition of Worth and Chavasse’s classic 
textbook on squint has been so revised and ie. 
arranged as to constitute practically an entirely new 
book. The earlier chapters have been left essentially 
as they were in the eighth edition, only clarified and 
simplified. The latter part of the book has been added 
to, expanded upon, and re-arranged and is in content 
almost new material. One of the most convenient 
changes made in the text of the newest edition is the 
modernization of terminology. More photographs have 
also been incorporated in this book. The authors have 
formed a convenient bridge from the old to the new 
in the form of a quotation from Chavasse’s seventh 
edition at the beginning of each chapter. 

Certainly any ophthalmologist, or resident in oph- 
thalmology, interested in stabismus, would do well to 
investigate this book; even presuming he has read 
previous editions he will find new and pertinent in- 
formation. For the doctor interested in squint and 
who has not read previous editions, this book would 
be invaluable. It is highly recommended. 


Experimentation in Man 


By Henry K. Beecher, M.D., the Anesthesia Labora- 

tory of the Harvard Medical School. American Lec- 

ture Series No. 352. 80 pages. Springfield, Il: 

Charles C. Thomas, Publisher, 1959. Price $3.50. 

Those conscientious researchers who have chosen to 
study man, struggle daily with the question: “How far 
can I go in exposing patients to experimentation in 
an effort to get the answers so badly needed to health 
problems?” This book, reprinted from an article by 
Henry K. Beecher in the Journal of the American 
Medical Association presents many sides of this prob- 
lem, not all of them to be sure, but enough to be very 
helpful to those engaged in research involving pa- 
tients. In the United States at least, the legal consid- 
erations are not at all clear and there are some sur- 
prising lacks of legal precedent. There does not seem 
to be any serious objection to human experimentation 
as long as the investigators observe “The Golden 
Rule.” In this regard the atrocities committed under 
the guise of human experimentation in Hitler’s Ger- 
many are severely condemned. 

When this paper was first written it was probably 
not intended that it would become a book and there 
are understandably some omissions. The religious 
views given are largely those of the Roman Catholic 
Church. It would be helpful to have the Protestant 
and Jewish points of view. Many of the experiments 
mentioned involve therapeutic trials. What about the 
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investigator who is trying to learn more of the natural 
history of disease, who is constantly faced with the 
question of whether drugs which might temporarily 
help the patient should be used, but which would 
certainly interfere with the experiment nature has set 
up which he is trying to study? Each investigator will 
have his own special problems but this little book has 
something of value in it for everyone who attempts to 
investigate humans. 


General Urology 


By Donald R. Smith, M.D., Clinical Professor of 

Urology and Chairman of the Department of Urol- 

ogy, University of California School of Medicine. 

Second Edition. 322 pages. Los Altos, Calif: Lange 

Medical Publications, 1959. Price $4.50. 

This manual is the best bargain, page for page, that 
the reader will find no matter how long he may 
search. It covers the subject of urology thoroughly, 
with prolific and excellent illustrations as artistic as 
they are informative, and supplies a wide span of up- 
to-date references. The first 6 chapters are meticulous 
in spelling out the details of history, physical exami- 
nation, roentgen interpretation and basic instrumen- 
tation. This is not done in the usual simplified and 
patronizing manner, but competently with a minimum 
number of words supplying a maximum number of 
facts, characteristic of the whole volume. 

The inclusion of such a complete discussion on page 
58 et seq. of presacral air insufflation is surprising; 
adequate means of diagnosing adrenal disorders are 
well standardized at this point and preoperative local- 
ization superfluous in view of the necessity for routine 
bilateral exploration of all adrenal growths. The state- 
ment on page 125 that nephrectomy is indicated in 
unilateral renal tuberculosis is no longer tenable when 
contrasted with the V. A. cooperative study on triple- 
drug therapy—in which no surgery has been necessary 
for over 5 years. 


The chapter on general infections of the urinary 
tract and their treatment written by Dr. Ernest Jawetz 
is one of the best summaries available anywhere. The 
section on the neurogenic bladder is likewise outstand- 
ing. The completeness of the book even extends to a 
succinct, authoritative chapter on inter-sexuality. The 
total of 25 chapters also covers renal hypertension, 
psychosomatic urologic syndromes, urologic aspects of 
venereal diseases in the male, and an excellent chapter 
on trauma, in addition to the more standard subjects. 
This text is unreservedly recommended to all practic- 
ing physicians, and many future editions are predicted. 


Water Supply for Rural Areas and Small Communities 


By Edmund G. Wagner, Chief Engineer and Asso- 
ciate Chief of Field Party, Division of Health and 
Sanitation, Institute of Inter-American Affairs, Rio 
de Janeiro, Brazil; and J. N. Lanoix, Sanitary Engi- 
neer, WHO, Geneva, Switzerland. WHO Monograph 
Series No. 42. 331 pages. New York: Columbia Uni- 
versity Press, 1959. Price $6.75. 
This book fills a long existing need. It is believed 
to be the most complete and useful treatise now in 


BOOK REVIEWS 117 


publication dealing with water supplies for rural areas 
and small communities. It should be in the libraries 
of all public health administrators, state and local 
health departments, medical health officers, sanitar- 
ians, and sanitary engineers engaged in public health. 
It is complete in specific information itself and suffi- 
cient reference and bibliographic material is given to 
permit health officials, engineers and sanitarians to 
seek and find a great deal of material similar to that 
included in the volume. 


Essentials of Orthopaedics 


By Philip Wiles, M.S., F.R.C.S., F.A.CS., Senior 
Orthopaedic Surgeon to the Middlesex Hospital. 
Third edition. 567 pages, 417 figures. Boston: Little, 
Brown & Company, 1959. Price $13.00. 

This is a complete, thorough and clinical text which 
is delightful to read. The discussions are to the point, 
as exemplified by, “many treatments have been de- 
vised, and although a number have become tradi- 
tional, the extent to which they influence the course 
of events is very doubtful,” and, “it is better to admit 
ignorance than retard progress by inventing theories 
merely for the sake of making empirical treatment 
appear rational.” The photographic illustrations are 
excellent, and those showing physical examination of 
the various sections are unusually complete. Many of 
the x-ray reproductions have not come out as well. 
The small bibliography, both American and British, 
is quite up-to-date and carefully selected. The book’s 
various chapters have complete cross-references within 
the text, of much value to a person checking one 
specific point. The off-set introduction to diseases of 
the hip and its chapter are outstanding; the honest 
discussion of the prognosis of congenital dislocation of 
the hip is refreshing. 

Sciatica is not mentioned in the section on ankylos- 
ing spondylitis, nor is the oft-mistaken x-ray similarity 
of this with osteitis condensans ilii or early sacroiliac 
tuberculosis emphasized. There is no comment on the 
association of “short” or angular scoliosis with neuro- 
fibromatosis with, according to some, its more severe 
prognosis and corresponding necessity for earlier fu- 
sion. On pages 147 and 486, there is no discussion of 
the non-neoplastic causes of an “ivory vertebra”; this 
is important to preclude x-ray therapy in the mistaken 
notion that metastatic carcinoma must be present. On 
pages 131 and 438, while emphasizing that tubercu- 
losis is a “systemic disease,” only 6 months of chemo- 
therapy is suggested, contrary to current recommenda- 
tions in this country of 18 months. On page 491, 
Cooley’s anemia per se contains no Hemoglobin C, al- 
though a heterozygote of the two (Thalassemia-C) has 
indeed been reported. 

Small reservations such as the above notwithstand- 
ing, this is an unusually mature text in which natural 
outcomes in the absence of treatment are taken into 
full account. It is a clearly superior general orthopedic 
text which is recommended to all. 


Basic Office Dermatology 
By Stuart Maddin, M.D., Vancouver General Hos- 
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pital; Julius L. Danto, M.D., Vancouver General 

Hospital; and William D. Stewart, M.D., Depart- 

ment of Medicine, University of British Columbia. 

296 pages. Springfield, Ill.: Charles C. Thomas, Pub- 

lisher, 1960. Price $11.75. 

This book is intended, as explained in the foreword, 
for the many medical groups who do not have a de- 
tailed knowledge of dermatology. Presumably it is 
aimed at the general practitioner and the internist. 


It is divided into sections listed as common derma- 
toses, color atlas, regional dermatologic diagnosis, diag- 
nostic procedures, therapeutic adjuncts for resistant 
cases or Clinical variants, diseases of multiple organs 
with cutaneous manifestations, dermatologic allergy 
and dermatologic counciling based on physiology. 

The book may best be described as an outline. The 
conditions are discussed briefly and concisely, appar- 
ently in an attempt to emphasize the salient features 
of each one. 

The authors have covered a wide field, and they in- 
clude topics which are found only in the large texts 
on dermatology. Whether this outline form is better 
than the standard method of presentation, each one 
must answer for himself. There are numerous black 
and white photographs and a few in color. They are 
excellent reproductions. Special attention should be 
called to the sections on therapy and multiple organ 
diseases with cutaneous manifestations. 


Peripheral Facial Palsy. Pathology and Surgery 


By Karsten Kettel, M.D., Chief Surgeon, Department 
of Oto-Rhino-Laryngology, Frederiksborg Central 
Hospital, Hillerod, Denmark. 341 pages. Springfield, 
Ill: Charles C. Thomas, Publisher, 1959. Price 
$19.50. 


This is an interesting, informative monograph deal- 
ing with surgery of the bony portion of the facial 
nerve for Bell’s palsy, written by a Danish otolaryn- 
gologist. Full operative technic is presented and dis- 
cussed, with the inclusion of several excellent colored 
photographs. The procedure is meticulous, demanding 
special experience, but is on a level with the fenestra- 
tion operation for otosclerosis. The author reviews his 
results with a critical disparity in comparison with 
the literature, chiefly Scandinavian and British. 


Of necessity the regional anatomy of the temporal 
course of the facial nerve, and the correlation of neu- 
rologic signs with the site of the lesion, are minutely 
discussed. The fascinating aspect of this volume is the 
balance the surgeon must strike between the tendency 
for many cases of Bell’s palsy to spontaneously re- 
solve, on the one hand, and the irreversibility of the 
changes when a protracted period of time has passed, 
on the other. The all-important, controversial and dif- 
ficult evaluation of the individual case by electrical 
and clinical means, and differentiation from tumor, is 
examined. Chapters on Melkersson’s syndrome, hemi- 
facial spasm and the Ramsay-Hunt syndrome complete 
the text. 


Decompression does not come quickly to mind in 
this country, and the definite results to be obtained 
are worthy of perusal. Printed in Denmark, the format 


is most pleasing, but an inordinate number of typo. 
graphical errors are present. Notwithstanding, this 
book will be of marked interest to the limited audi- 
ence of those with more than a passing interest in 
facial palsy. 


The Practice of Clinical Child Psychology 


By Alan O. Ross, Ph.D., Chief Psychologist, Pitts. 
burgh Child Guidance Center. 271 pages. New York: 
Grune & Stratton, Inc., 1959. Price $5.75. 

Though this book’s primary audience will be grad- 
uate students in psychology, there may be some read- 
ers of this Journal who will be interested. Those 
physicians who are associated with a community men- 
tal health center or who are engaged in an endeavor 
to establish such a center can find here considerable 
useful information. From his experience in child guid- 
ance centers the author has summarized his views on 
the roles of the clinical child psychologist especially, 
but he has also summarized his views of the total 
guidance setting: possible roles of the psychiatrist and 
psychiatric social worker. clinic procedures, nosology, 
aspects of psychotherapeutic arrangements, and an 
evaluative discussion of relevant psychological tests. 


Viral Infections of Infancy & Childhood 


Edited by Harry M. Rose, M.D. A Symposium of 

the Section on Microbiology, The New York Aead- 

emy of Medicine. 233 pages. New York: Paul B. 

Hoeber, Inc., 1960. Price $8.00. 

This volume is a bound transcription of the Tenth 
Annual Symposium of The New York Academy of 
Medicine, held in 1958, containing 16 superior papers 
dealing with more newly described viral infections. 
Although these occur with great frequency in the 
pediatric age group, all of the entities discussed are 
also distinct adult diseases. 

The first two papers describe in detail the experi- 
mental evidence of the infectivity and reproducibility 
of the RNA particles of certain viruses, notably polio- 
virus. The next 7 papers cover the new enterovirus 
infections, comprising clinical and laboratory descrip- 
tions of Coxsackie and ECHO disease. Two intriguing 
papers discuss the possible sequels of viral myocarditis 
and nonpolio paralytic disease. The remaining 7 
papers range in subject from influenza vaccination to 
adenovirus and salivary gland virus infection. 

This monograph in toto provides a refreshing, au- 
thoritative, complete and easy-to-read source for being 
brought up-to-date on the most active frontier of in- 
fectious disease. Although presented originally in 
1958, most of this material is quite new to nonlabora- 
tory personnel, is well interwoven with clinical de- 
scription in virologically proven cases, and has several 
amending footnotes entered recently. This volume is 
warmly recommended for more than passing inspec- 
tion by all interested practitioners. 


Pathology of the Heart 


Edited by S. E. Gould, M.D., Professor of Pathology, 
Wayne State University College of Medicine and 


; 
of 
<2 
ots 
2 


papers 
fections, 

in the 
ssed are 


experi- 
ucibility 
ly polio- 
erovirus 
descrip- 
triguing 
ocarditis 
ining 7 
ation to 


ing, au- 
or being 
r of in- 
ally in 
nlabora- 
ical de- 
; several 
lume is 


inspec- 


thology, 
ine and 


VOLUME 54 


University of Detroit School of Dentistry. Second 
Edition. 1,114 pages. Springfield, Ill.: Charles C. 
Thomas, Publisher, 1959. Price $32.50. 


This is an extremely authoritative and thoroughly 
comprehensive monograph written by prominent pro- 
fessors of pathology, anatomy and physiology from 
several sections of the country. The authors deliber- 
ately consider cardiac pathology from the broadest 
point of view including discussions of the anatomy, 
physiology and the clinical manifestations of the vari- 
ous lesions. The first 250 pages present a background 
in basic science. Chapters in this section cover the his- 
tory of the pathology of the heart, embryologic devel- 
opment, the anatomy of the adult heart, and the phy- 
siology of the heart. The main body of the text treats 
the specific diseases of the heart and great vessels, in- 
cluding a chapter on physical injuries and, also, para- 
sitic diseases. Final chapters describe the gross exami- 
nation of the heart at autopsy, outlining technics for 
injection of coronary arteries and histochemical meth- 
ods for special studies. 


The gross and microscopic photographs are all in 
black and white but are excellent and profuse. The 
bibliography following each chapter is broad enough 
to include the classical early articles as well as the 
most recent publications. The book would seem indis- 
pensable as a reference work for those with special 
interest in the field. 


Cancer and Allied Diseases of Infancy and Childhood 


Edited by Irving M. Ariel, M.D., Associate Professor 
of Clinical Surgery, New York Medical College; and 
George T. Pack, M.D., Associate Professor of Clinical 
Surgery, Cornell University Medical College, with 27 
contributing authors. 589 pages. Boston: Little, 
Brown & Company, 1960. Price $22.50. 


This is an exhaustive treatise on childhood neo- 
plasms by a panel of 27 authors with wide experience 
in the field. Specific tumor types in specific organ 
systems are discussed in great detail. Other chapters 
are included on the general appraisal of tumor pa- 
tients, preoperative and postoperative care, and radia- 
tion therapy. The textual material is supplemented by 
hundreds of photographs, diagrams and tables. The 
pathologic descriptions of the various tumor types 
challenge any pathology textbook. The bibliography 
is comprehensive. 


The book is undoubtedly destined to become a clas- 
sical reference work. It would not be suitable for the 
casual medical reader. 


Clinical Medicine and the Psychotic Patient 


By Otto F. Ehrentheil, M.D., Clinical Instructor in 
Medicine, Tufts University School of Medicine; and 
Walter E. Marchand, M.D., Chief, Medical and Sur- 
gical Service, V. A. Hospital, Bedford, Mass. 378 
pages. Springfield, Ill: Charles C. Thomas, Pub- 
lisher, 1960. Price $10.75. 
This is a compilation of articles which have ap- 
peared in print previously on selected subjects related 
to the organic care of the mental patient. The discus- 
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sions about physical examination of the psychotic pa- 
tient, the problem of noncomplaint, megacolon, lipoid 
pneumonia, and the practice of surgery in neuropsy- 
chiatric hospital, are good. The chapter on the favor- 
able influence of intercurrent medical disorders—par- 
ticularly febrile diseases—on pre-existing psychoses, is 
fascinating both from the historical viewpoint and the 
stimulus inherent in the challenge of clues which we 
do not understand. The case reports provide interest- 
ing reading, such entities as water intoxication and 
phosphorous poisoning being quite novel. The occur- 
rence of brain tumors in a psychotic population re- 
ceives proper emphasis. 

The opportunity which exists for a text in this area 
has not, however, been fulfilled. No underlying organ- 
ization is evident, the papers being only presented, 
one after another, as chapters and, despite the title, 
without intent to truly survey the field. There is no 
mention for instance of the alcoholic syndromes, 
bromide intoxication or anorexia nervosa despite the 
inclusion of a case report of a freak neostigmine tox- 
icity. The spectrum of phenothiazine effects, from 
agranulocytosis to jaundice, is not discussed, a strange 
omission in this day of drug therapy when, in a state 
hospital, the largest number of these would be seen. 

A relatively superficial level of medical sophistica- 
tion is evidenced by serious postulation of “autonomic 
imbalance” as an etiologic factor in the megacolon of 
chronic institutionalized psychotics; in the routine use 
of globin insulin, no mention of Lente or NPH being 
found; by the listing or mere 6 or 12 months duration 
of tuberculosis chemotherapy; and by the recommenda- 
tion of intravenous calcium for respiratory (hyper- 
ventilation alkalosis) tetany. The statement on page 
51, “It has also been shown that this state (acute 
adrenal insufficiency) may follow severe infection and 
trauma in patients without Addison’s disease,” pre- 
sented without documentation, is ill-founded. Where 
thorough studies have been done in overwhelming in- 
fections abnormally low levels of adrenal corticoids 
have not been demonstrable and in similar clinical 
syndromes such as acute alcoholic hallucinosis, delir- 
ium tremens and thyroid storm, no evidence has been 
forthcoming to show either adrenal insufficiency or 
physiologic response to adrenal cortical hormones. In 
all, there is sufficient dehydration, starvation and 
hypermetabolism to make the authors’ case for adrenal 
insufficiency as the “cause of the end-stage of the ex- 
haustion syndrome of psychotics” dubious. 


This volume contains much that will be of general 
interest, but suffers from inadequacies limiting its use 
as an authoritative text. 


Communicable and Infectious Diseases 


By Franklin H. Top, M.D., Professor and Head, 
Department of Hygiene and Preventive Medicine, 
State University of Iowa. Fourth Edition. 768 pages. 
St. Louis: C. V. Mosby Company, 1960. Price $20.00. 
This text in its new edition remains as useful as ever 
as a standard reference. The chapters on the acute 
exanthemata and diphtheria continue, as before, ex- 
tensive and contain the best illustrations available. A 
new chapter on antimicrobial agents by Lepper pro- 
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vides the most complete and lucid discussion this re- 
viewer has seen in print; the references are scholarly 
and the use of distribution graphs to show antibiotic 
blood levels and organism susceptibility is unique and 
quickly instructive. Twenty-one collaborators and the 
author provide succinct discussions on infectious dis- 
ease, each accompanied by adequate references and il- 
lustration. The chapters on management of communi- 
cable disease in the hospital (Phaneuf), primary atypi- 
cal pneumonia (Jordan), epidemic keratoconjunctivitis 
(Braley), and histoplasmosis (Christie) are particularly 
noteworthy. 

With certain exceptions, the same general tendency 
to lengthy clinical description and empiricism which 
makes the book so useful is accompanied by a corre- 
sponding brevity of fundamental considerations which 
does not recommend it to the serious student nor nec- 
essarily add to one’s understanding of these diseases. 
Above all, the areas in which we know little or noth- 
ing are avoided, a philosophy inappropriate to a vol- 
ume of this size and authority. Chapters on the bed- 
side approach to the febrile patient, the use and mis- 
use of prophylactic antibiotics, and the interpretation 
of sensitivity tests likewise would have been of value. 
Nowhere in the discussion of trichinosis are stated the 
times at which the various diagnostic aids become 
positive, a matter of prime import where the time in- 
tervals are in periods of weeks, not days. Although 
chronic diseases such as brucellosis and amebiasis are 
discussed, only the acute gastrointestinal form of 
salmoneliosis is mentioned, leaving this area grossly 
deficient. Again, although histoplasmosis, coccidioido- 
mycosis and ringworm are discussed, chapters on blas- 
tomycosis, actinomycosis, cryptococcosis and sporotri- 
chosis are strangely lacking. 

The volume as a whole is well wrtiten and reason- 
ably complete. It will be of high value to the practi- 
tioner desiring complete clinical descriptions and ther- 
apeutic guidance, useful to all as a general reference 
and to those seeking information about antimicro- 
bials, chapter 6 is warmly recommended. 


Medical, Surgical, and Gynecological 
Complication of Pregnancy 


Edited by Alan F. Guttmacher, M.D., Obstetrician 
and Gynecologist-in-Chief; and Joseph J. Rovinsky, 
M.D., Assistant Attending Obstetrician and Gynecol- 
ogist, both of the Mount Sinai Hospital, N. Y. 604 
pages. Baltimore: Williams & Wilkins Company, 
1960, Price $16.50. 


This volume fills a long-felt need, and does it well. 
For too long the necessary information on the partic- 
ular demands of pregnancy on disease, or disease on 
pregnancy, has been scattered throughout various far- 
flung sources, as numerous as there are sub-specialties. 
The standard obstetric works have of necessity empha- 
sized delivery and its complications with small space 
left for medical problems. As a result, previously avail- 
able information has been scanty, incomplete and 
presented without perspective. > 

The present text achieves a high degree of sophisti- 
cation in 49 chapters by 68 authors ranging in special- 
ty from urology to neurology, in which the gravid as- 
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pects of every branch are meticulously examined, suc- 
cinctly discussed and thoroughly referenced. Tribute 
must be paid to the high degree of editorial supervi- 
sion apparent in an extensive book by so many au- 
thors in which no redundancy or excessive digression 
occurs. Another mark of superiority is evident wherein 
every opinion is clearly stated as such. The chapters 
on neurologic and dermatologic complications and the 
eye are considered outstanding. 

Problems centering about the puerperium are not 
specifically discussed. Although semantically not a part 
of pregnancy, it would seem quite natural to have in- 
cluded such things as aspiration pneumonia, postpar- 
tum hypertension and puerperal sepsis along with 
bronchiectasis, postpartum failure and prophylactic 
therapy for subacute bacterial endocarditis. Curiously, 
although a little over two pages is given to a discussion 
of the colonic stricture of lymphogranuloma venereum, 
nothing appears about gonococcal infection and pelvic 
inflammatory disease. Minor but important omissions 
in a text of this size are renal cortical necrosis and 
starch-and-clay eating. 

This volume belongs in every library as a complete, 
easily read and authoritative reference. Its cohesive 
compilation stands as evidence for the integrated ap- 
proach to pregnancy from which it stems. 


Diseases of the Chest Including the Heart 


Edited by J. Arthur Myers, M.D., Professor of In- 
ternal Medicine and Public Health, University of 
Minnesota. 978 pages. Springfield, Ill.: Charles C. 
Thomas, Publisher, 1959. Price $34.50. 

This is a rather conventional textbook written by 
several authorities, largely from the University of 
Minnesota. An attempt is made to cover the fields of 
chest diseases and cardiology in a little more than 
1,000 pages. Many of the chapters are valuable for a 
general review of the subject, but necessarily are lack- 
ing in depth of coverage. Some of the sections, such as 
the chapters on the common cold and the pneumonias, 
are comprehensive enough to be used as reference 
material. A partial list of references amended to each 
chapter shows the reader where he may study each in- 
dividual subject further if he should so desire. This 
text would be particularly valuable for those desiring 
a thumbnail sketch of all the varieties of disease pat- 
terns in a broad and sometimes nebulous area. 


The Head, Neck, and Trunk 


By Daniel P. Quiring, Ph.D. Second Edition revised 

and edited by John H. Warfel, Ph.D., Assistant Pro- 

fessor of Anatomy, the University of Buffalo School 
of Medicine. 120 pages, illustrated. Philadelphia: 

Lea & Febiger, 1960. Price $3.25. 

This is a concise anatomic description of the mus- 
cles of the head, neck and trunk. Each muscle is por- 
trayed in a semidiagrammatic illustration. The origin, 
insertion, function, nerve supply and arterial blood 
supply for every muscle are briefly described. The 
book is excellent for review of the muscular anatomy, 
but the relationship of muscles to other structures is 
not always clearly indicated. However, this book is 
not intended to be a text of surgical anatomy. 
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IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 


ends of the vagus 


PRO-BANTHINE’ 
with DA RTAL 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 


USUAL ADULT DOSAGE: 
One tablet three times a day. 


SUPPLIED as aqua-colored, compression-coated tab- 


lets containing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 


6.0. SEARLE « co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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Fostex’ 


e _ treats their 


© while they 
wash 


degreases the skin helps remove blackheads dries and peels the skin 
completely emulsifies penetrates and softens come- removes papule coverings and 


and washes off excess dones, unblocks pores and facil- permits drainage of sebaceous 
oil from the skin. itates removal of sebum plugs. glands. 


Patients like Fostex because it is so easy to use. They simply wash acne skin 2 to 4 times 
a day with Fostex Cream or Fostex Cake, instead of dising soap. 


Fostex contains Sebulytic®,* a combination of surface-active wetting agents with remark- 
able antiseborrheic, keratolytic and antibacterial actions...enhanced by sulfur 2%, 
salicylic acid 2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and sodium diocty! sulfosuccinate. 


Fostex is available in two forms— 


— G FOSTEX CREAM, in 4.5 oz. jars. 


FOSTEX CAKE, in bar form. 


Fostex Cream and Fostex Cake are inter- 
changeable for therapeutic washing of the skin. 
Fostex Cream is approximately twice as drying 
as Fostex Cake. 


Fostex Cream is also used as a therapeutic 
shampoo in dandruff and oily scalp. 


Write for samples. 


WESTWOOD PHARMACEUTICALS *« Buffalo 13, New York 
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Provides greater assurance of more comprehensive relief in acute 
self-limiting diarrheas through the time-tested effectiveness of two 
outstanding antidiarrheals— DONNAGEL and a paregoric equivalent. 


Tastes good, too! 


Each 30 ce. (1 fi. oz.) of DoNNAGEL-PG 
contains: 
Powdered opium U.S.P. 24.0 mg. 
(equivalent to paregoric 6 ml.) 
Kaolin 6.0 Gm. 
Pectin 142.8 mg. 
Natural hellad. TL laid. 
hyoscyamine sulfate 
atropine sulfate 
hyoscine hydrobromide ... 
Phenobarbital 


SUPPLIED: Pleasant-tasting banana fla- 
vored suspension in bottles of 6 fi, oz, 


Also available: 


— for 
control of bacterial diarrheas. 


— the basic formula — 
when paregoric or an antibiotic is not 
required, 


A. H. ROBINS CO., INC. 


RICHMOND 20, VIRGINIA 
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EFFECTIVE ANTIHISTAMINE-DECONGESTANT ACTION 


COVANAMIN 
OPEN 


ALL SINUSES: NASAL AND UPPER RESPIRATORY 


PASSAGE 


AIR 


COVANAMINE, a combination of TWO antihistamines and TWO decon- 
gestants, shrinks swollen turbinates, opens blocked ostia, promotes 
drainage, reestablishes patency — in the treatment of common colds, 
rhinitis, sinusitis, nasal allergies and post-nasal drip. 

Constant therapeutic levels are maintained by COVANAMINE Sustained 
Action TABLETS which meter out the active ingredients, in combination, 
at a lower dosage... resulting in minimal side effects, particularly 
less drowsiness. 


Also available as: 
COVANAMINE™ BLACK Cherry Flavored LIQUID 
COVANAMINE™ EXPECTORANT with glyceryl guaiacolate 


Each COVANAMINE Sustained Action TABLET (continuous release) contains: 
Decongestants — phenylephrine HCI, 15 mg., phenylpropanolamine HCI, 25 mg. 
Antihistamines —chlorpheniramine maleate, 4 mg., pyrilamine maleate, 25 mg. 
aoe Adults — 1 tablet (swallowed without chewing) morning, mid-afternoon 
and at bedtime; — 6 to 12 years, % tablet. Children under six years, 
COVANAMINE LIQUID. 

COVANAMINE LIQUID and COVANAMINE EXPECTORANT contain % the tablet 
formula in each 5 ml. teaspoonful. 

Decongestants—phenylephrine HCl, 3.75 mg., phenylpropanolamine HCI, 6.25 mg. 
Antihistamines—chlorpheniramine ‘maleate, 1 mg., pyrilamine maleate, 6.25 mg. 
COVANAMINE EXPECTORANT also contains 100 mg. of glyceryl guaiacolate. 
Dosage: Adults — 2 teaspoonfuls every four hours. Children 6 to 12 years, 1 tea- 
spoonful every four hours; 1 to 6 years, ‘2 teaspoonful every four hours; under 
1 year, 4 teaspoonful every four hours. 


VANPELT AND BROWN, INC. Richmond, Virginia 
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a » CONTROL DIARRHEA,..the traditional and time-tested triad 
of effective and safe agents 


leasant taste plus predictable, prompt response in diarrhea 


srepectolin combines paregoric, pectin, kaolin in a balanced, stable colloidal SUSPENSION, — Parepectolin; each fluid ounce—Paregoric (equiv- 
th a smooth, creamy consistency and a pleasant, mildly aromatic flavor. Parepectolin alent) 1.0 dram, Pectin 2.5 gr., Kaolin (specially 
compatible with antibiotics, and retains its uniform consistency and its good flavor. purified) 85 gr. Bottles of 4 and 8 fluid ounces. 


profes WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 
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Hard filled 
capsules in 
bottles of 30. 


pH-patterned 
slow release... 


not here 
at pH 1.2 


In the relatively acid 
medium of the fasting 
stomach, Medules are 
kept essentially intact by 
their special pH-sensitive 
coating (about 5% of 
Medrol content released 
in 2 hours at pH 1.2). 


but here 
at pH 7.5 


In the environment of the 
duodenum (at pH of 


approximately 7.5) 90% 
to 100% of the Medrol 
content is released 
within 4 hours. 


in a great majority ‘of 


these patients just de 


exist any more. They 

wake up comfortable.” 

Tuppa, N. V.: Curr. Therap. 
( 1960.) 


...means 
gradual steroid 
absorption 


-dosesmean 


COLDS 


TABLETS AND SYRUP 


upper respiratory congestion 


relieves both bronchial congestion 


effective because d-isoephedrine combines both nasal 
and bronchial decongestant actions'—together with the histamine blocking 
action of chlorpheniramine. 


fast... clears air passages in 10-20 minutes. Relieves stuffiness, 
swelling, discharge. Prevents excessive post-nasal drip and resulting night 
cough. 


esate... Laboratory studies reveal little effect on CNS or pressor 
stimulation.2 Minimal daytime drowsiness or interference with sleep. 


1. Aviado, D. M. et al: J. Pharmacol. & Exper. Therap. 122: 406-417 (Mar.) 1958. 2. Laboratory Report: Research Div., 
Chas. C. Haskell & Co., 1959. 


TABLETS AND SYRUP for adults and children . . . 
COMPOSITION: Per 5 mi. syrup ARNAR-STONE 


Chiorpheniramine maleate g 2 mg. Laboratories, Inc. 
d-isoephedrine HCI 12.5 mg. 


DOSE: Tablets: Adults: 1 tablet 3 or 4 times daily. Syrup: Children: Mt. Prospect, Illinois 
3-6 yrs. % tsp. t.id.; 6-12 yrs. 1 tsp. tid. Adults: 2 tsp. t.i.d. 


AVAILABLE: Tablets: Botfles of 100. Syrup: Pint bottles. 
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extraordinarily effective diuretic.’ 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 


Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added. protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


¢ K (5 ¢ 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
c K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 


Naturetin. NaturetinsK &. 


Benzydrofiumethiazide 


Squibb with Potassium Chloride 
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PHEN PAIN IS PART OF THE PICTURE 


rinary tract pain, at the source or referred, is subject to the rapid 
nalgesic action of the azo dye in Azo Gantrisin. Azo Gantrisin combines 
bramatic relief of symptoms with proven effective action against infec- 
lons carried by either blood stream or urine. 

aluable also following urologic manipulation and surgery. 


\ZO GANTRISIN 


NTRISIN®—brand of sulfisoxazole  ROCHE® 


Diagram correlates sources of primary urinary pain with areas of referred pain. 


Dosage: Adults —2 tablets 

four times daily. 

Children under 100 Ibs — 

1 tablet four times daily. 

Each tablet provides 0.5 Gm 
Gantrisin plus 50 mg 
phenylazodiamino-pyridine HCl 
bottles of 100 and 500. 


LABORATORIES 


Division of Hoffmann-La Roche Inc, 


Consult literature and dosage instructions, 
available on request, before prescribing. 


ROCHE 
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Gertliquic 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 


@ Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 
@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. 72260 


LAKESIDE LABORATORIES, INC. 
Milwaukee 1, Wisconsin 
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First Texas Pharmaceuticals 
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____““be sure 

to make up 
more 
TRICHOTINE 


solution 
for our 
examining 
room.” 


You can see for yourself the efficient detergent action of 
Trichotine solution in reducing promptly a cervical plug 
(using a saturated cotton pledget), or washing away the 
“cheesy” exudate of monilia. 


TRICHOTINE is just as effective for therapeutic irrigation by your patient at home 
The same qualities — detergency, antisepsis, healing — 
make Trichotine ideal for the treatment of cervico-vagin- 
itis and leukorrheas, alone or in conjunction with other 
antimicrobials. In the itching, burning, and foul odor of 
non-specific vaginitis and leukorrhea the action of Tri- 
chotine is immediate and gratifying to the patient. 


The more you expect of a douche, the more you will use 

Trichotine in the office and prescribe it for home irriga- 

The tion, and recommend it as well for postmenstrual and 
modern postcoital hygiene. 


detergent “SURFACE TENSION: TRICHOTINE 34 DYNES; VINEGAR 60 DYNES; TAP WATER 70 DYNES. 


““TRICHOTINE 


THE FESLER COMPANY, INC. 375 Fairfield Avenue, Stamford, Conn. 


52 
‘+. 
; 
Ps 
# 
‘ 
\ 
t 
CR 
i 
V 
\ 
| 
4 
* 


When 
severe pain accompanies 

skeletal muscle spasm 
ease both‘pain & spasm’ 


1961 


wth 


Rosaxin® with Aspirin 


sa A dual-acting skeletal muscle relaxant-analgesic, combining the clinically 
proven relaxant action of ROBAXIN with the time-tested pain relieving 
action of aspirin. 

Ise Each Rosaxisau Tablet contains: 

Rogaxin (methocarbamol Robins) 400mg. Acetylsalicylic acid (5 gr.).......... 325 mg. 

4 U.S. Pat, No. 2770649 

nd Supply: Bottles of 100 and 500 pink-and-white laminated tablets. 


Or ROBAXISAL®-PH (ROBAXIN with Phenaphen®) — when anxiety is 
associated with painful skeletal muscle spasm. 
- Each RospaxisaL-PH Tablet contains: 
Ropaxtn (methocarbamol Robins) 400mg. Acetylsalicylic acid ..............0.+++ 81 mg. 
Phenacetin 97mg. Hyoscyamine sulfate 0.016mg. Phenobarbital (44 gr.) 8.1 mg. 
Supply: Bottles of 100 and 500 green-and-white laminated tablets. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ...seeking tomorrows with persistence, 
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Put your low-back patient 
back the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. . 
Thus with Soma, you can break up both 


pain and spasm fast, effectively ... . help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


Wy Wallace Laboratories, Cranbury, New Jersey 


(carisoprodol, Wallace) 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 


| 
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PROFESSIONAL MEN 


BEECHCRAFT BEECHCRAFT 
BONANZA DEBONAIR 


Choice of Models and Colors in Stock for Immediate Delivery 


For Descriptive Brochure Write or Call 


HAL SPRAGINS, Ill, Atlanta WILLIAM C. SHILLINGLAW, Charlotte 


Southern Airways Company 


ATLANTA AIRPORT 
ATLANTA, GEORGIA TEL. POplar 7-3766 


Charlotte, N. C., Tel. FRanklin 6-7150 Birmingham, Ala., Tel. FAirfax 2-0502 
Tampa, Fla., Tel. 2-3363 Orlando, Fla., Tel. CHerry 1-1585 


TWIN-BONANZA BONANZA TRAVEL AIR 


MAIL THIS COUPON TODAY 


PLEASE SEND BROCHURE ON: [_] BEECHCRAFT BONANZA 


[_] BEECHCRAFT DEBONAIR 
TO: 
NAME TITLE 


FIRM 
STREET ADDRESS 
CITY 
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INSISTENT RESPONSE 


SKIN INFECTIONS 


IDLESS OF VIRULENCE, RESISTANCE, CHRONICITY 


GHLY EFFECTIVE € DRAMATIC RESPONSES 
RONIC CONDITIONS ee MICROBICIDAL EVEN 

T RESISTANT STRAINS OF STAPH. AND STREP., 
DING FOUR STRAINS OF STAPH. PHAGE GROUP 
1 e VIRTUALLY NONSENSITIZING AND NON- 
TING € ODORLESS AND STAINLESS— HIGHLY 


PTABLE 


TIVE THERAPY FOR IMPETIGO, FOLLICULITIS, 


NCULOSIS, ECTHYMA, ECZEMA, ACNE, ATOPIC 
ATITIS, NEVRODERMATITIS, CONTACT DERMA- 
STASIS ULCERS, HYDRADENITIS, SEBORRHEIC 
ATITIS, INFECTIOUS ECZEMATOUS DERMATITIS, 
DS, LACERATIONS AND BURNS. 


ON HYDROCORTISONE CREAM (0.1% TRIBURON 
RIDE PLUS 1.0% HYDROCORTISONE IN A VANISH- 
BASE) 5-GM AND 15-GM TUBES. TRIBURON- 
(0.1% TRIBURON CHLORIDE PLUS 0.5% 
OCORTISONE IN A WATER-SOLUBLE BASE) 5-GM 
20-GM TUBES. TRIBURON OINTMENT (0.1% 
RON CHLORIDE IN A WATER-SOLUBLE BASE) 
TUBES AND 1-LB JARS. 


AL MICROBICIDE « NOT AN ANTIBIOTIC ¢ NOT 
OFURAN 


11. R. C. V. ROBINSON, ANN. NEW YORK ACAD. 

1h 144, 1989, 2. E. EDELSON, E. GRUNBERG, A. D. CALABRESE AND 

OM, IBID., P. 124. 3. P. L. WILLIAMS, IBID., P. 135. 4. F. T. BECKER AND 

181D., P. 131. 5. S. M. BLUEFARB, IBID., P. 119. 6. R. J. SCHNITZER, 

BERG, W. F. DELORENZO AND R. E. BAGDON, ANTIBIOTICS & 
1989, 


CHLORIDE 
,0-HEXANEDIAMINE BIS (METHOCHLORIDE) 


UTERATURE FOR DOSAGE REQUIREMENTS, AVAILABLE ON RE: 
PRESCRIBING 


“Tiburon 


greater therapeutic effect - greater patient appeal CREAM 


ROCHE LABORATORIES - DIVISION OF HOFFMANN-LA ROCHE INC - NUTLEY 10, J. 


| 
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Jas. N. Brawner, Jr., M.D. ALBERT F. Brawner, M.D. 
Medical Director Associate Director 


BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 


Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 


Association and the Joint Committee on Accreditation 


Phone HEmlock 5-4486 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WO 1-1151 and WO 1-1152 


~. 


HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


Out-Patient Clinic and Offices 
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AS IN THIS CASE:' 
Fundus of 62-year-old 
female who has had 
severe hypertension for 
many years. Photo shows ef- 
fect of pressure at a-v crossings 
and various types of hemorrhage. 
= When you see eyeground changes like 

this with such hypertensive symptoms as 
dizziness and headache—your patient is a can- 
didate for Serpasil-Apresoline. With this com- 
bination the antihypertensive action of Serpasil 
complements that of Apresoline to bring blood 
pressure down to near-normal levels in many 
cases. Side effects can be reduced to a mini- 
mum, since Apresoline is effective in lower 


SOUTHERN MEDICAL JOURNAL 


When 
blood 
pressure 
must 
come down 


dosage when given 
with Serpasil. 
= ‘‘Hydralazine [Apres- 
oline] in daily doses of 
300 mg. or less, when com- 
bined with reserpine, produced 
a significant hypotensive effect in 
a large majority of our patients with fixed 
hypertension of over three years’ duration.’’2 


Complete information sent on request. 


suppuiep: Tablets #2 (standard-strength), each containing 
0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
Tablets #1 (half-strength), each containing 0.1 mg. Ser- 


pasil and 25 mg. Apresoline hydrochloride. / 2832 MK 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 
2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., 
and Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


Serpasil-Apresoline 


hydrochloride 


(reserpine and hydralazine hydrochloride cisa) 


BA 


SUMMIT, N. J. 
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Continued from page 115 


Dr. Jesse Boyd Heath. Madisonville, is the new 
University of Texas Dads’ Association President. 

Dr. M. Jeanne Fairweather, Brooke General Hos- 
pital, Fort Sam Houston, has been named outstand- 
| ing woman of the year in the field of medical 
sciences by Incarnate Word College, San Antonio. 

Dr. George E. Clark, Jr., Austin, has been installed 

as President of the Texas Heart Association. 
Dr. Donald Duncan, Professor and Chairman of 
the Department of Anatomy at The University of 
Texas Medical Branch, Galveston, has been appointed 
to the Anatomical Science Training Committee of 
the National Institute of Health. 

Recently named President of the Texas City Cham- 
| ber of Commerce was Dr. Robert P. Green. 


VIRGINIA 


The Medical Society of Virginia has elected the 

following officers for 1960-1961: Dr. Guy W. Horsley, 

Richmond, President; Dr. Russell V. Buxton, Newport 

News, President-Elect; Dr. Mallory S. Andrews, Nor- 

folk, Dr. Walter C. Elliott, Lebanon, and Dr. Harold 

W. Miller, Woodstock, Vice-Presidents; and Dr. 

Harry J. Warthen, Jr., Richmond, Editor of Virginia 
Medical Monthly. 

J. A. Soyars, Saltville, is President of the 

Southwestern Virginia Medical Society. Dr. Marcellus 


Continued on page 64 
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and relieve 


YOU NEED THE 
“EXAMINER” 


3 D MAGN FOCUSER 


Perform ENT and other close-up examinations, 
remove foreign bodies quicker and easier with 3-D 
MAGNI-FOCUSER. MAGNI-FOCUSER magnifies 
field of operation, relieves eyestrain caused by sustained 
focusing and gives true 3-D perception of depth. 
Precision ground optical glass lenses assure you of 
distortion-free, needle-sharp accuracy. Leaves both hands 
free. Worn with or without regular eyeglasses. Normal 
vision resumed by raising head slightly. Weighs 3 oz. 
Three Models—234x, 214x, 134x at focal lengths of 

8”, 10”, 14” respectively. Order from your supply house 
or send $10.50 for 10 day trial. Money-back guarantee. 


_EYESTRAIN ..° 


EDROY PRODUCTS CO., Dept. J -480 Lexington Ave. N. Y.17,N. Y. 
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When he sees it engraved 
“on a Tablet of Quinidine Sulfate 
he has the assurance that 

the Quinidine Sulfate is produced. | 
‘from Ginchona Bark, is alkaloidally 

- standardized, and therefore of 

unvarying activity and quality. 


When the physician verites “DR” 
(Davies, Rose)on his prescriptions 
Tablets Quinidine Sulfate,. he is 
assured that this “‘quality” tablet i 
is to his patient. 


Rx Tablecs Quinidine Salfate Natural: 
Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent ta onrequest 


Davies, Rose &. Company, Limited _ 
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Glyceryl guaiacolate (Robitussin) exerts ‘‘the most 
intense and prolonged’? expectorant action ‘‘of 
practically all drugs presently used clinically as 
expectorants.’’2 It increases the secretion of Re- 
spiratory Tract Fluid almost 200 per cent.2 


Increased R.T.F. helps liquefy sputum,2* making 
it less viscid and easier to raise? and enabling the 
upward-beating tracheal and bronchial cilia to be- 
come more efficient.*5 


And increased R.T.F. provides a demulcent effect 
that helps soothe dry, irritated membranes lining 
the respiratory passages.'3.6 


Through these “‘significantly superior’? expecto- 
rant effects, Robitussin increases the probability 
that a cough will achieve its natural purpose—that 
is, to remove irritants such as exudates or mucus 
from the respiratory tract.1.45 


Robitussin’ 


glyceryl guaiacolate, 100 mg., in each 5 cc. tea- 
spoonful 


Robitussin’ A-C 


glyceryl guaiacolate, 100 mg.; prophenpyridamine 
maleate, 7.5 mg.; and codeine phosphate, 10 mg.; 
in each 5 cc. teaspoonful 

Exempt narcotic 


references: 1. sianchard, K., and Ford, R. A., Journal- 
Lancet, 74:433, 1954. 2. Cass, L. J., and Frederik, W. S., Am. Pract. 
Dig. Treat., 2:844, 1951. 3. Hayes, E. W., and Jacobs, L. &. Oe. 
Chest, 30:441, 1956. 4. Blanchard, K., and Ford, R. A., Clin. Med., 
3:961, 1956. 5. Blanchard, K., and Ford, R. A., Rocky Mt. M. J., 
a No. 3, 1955. 6. Boyd, E. M., et al., Can. M. Assoc. J., 54:216, 
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New Concepts of 
OPTIMAL NUTRITION during 
THE SECOND FORTY YEARS 


Optimal nutrition at all ages is promoted excel- 
lently by routine use of VITA-FOOD Brewers’ 
Yeast—‘‘an excellent source of protein of high 
biologic value and of the vitamins of the 
B complex.” 

Eminently valuable too are its unsurpassed 
digestability, its content of minerals and _ lipo- 
tropic factors, its virtually ideal nutritional 
balance—for normal CO-ACTION of essential 
nutrients, a synergism indispensable to endur- 
ing vigor. 

VITA-FOOD Brewers’ Yeast is authoritatively 
attested to be most useful for older patients—in 
whom the extreme SUBTLETY of cumulative 
nutritional insults is fostered by TIME, which 
may bring increased demands for proteins and 
vitamins. 

For prevention and in dietotherapy of many 
disorders throughout THE SECOND FORTY 
YEARS, prescribed as a routine supplement. 


VITA-FOOD 


Brewers’ Yeast 


TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 


services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. Georce S. Futtz, Jk. Dr. AMELIA G. Woop 


EsTABLISHED 1916 


Appalar hian fiall * Asheville, North Carolina 


lescence, drug and alcohol habituation. 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 


single or en suite. 


Ws. Ray GriFFIN, JR., M.D. 
Rosert A. GriFFin, M.D. 


For rates and further information write APPALACHIAN HALL, AsHevILLe, N. C. 


Mark A. GriFFIN, M.D. 
Mark A. GRIFFIN, JR., M.D. 
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therapy 


Sulfamethoxypyridazine Lederle 


1-DOSE-A-DAY SULFA 


Rapid peak attainment in 1 to 2 hours':?...approximately one-half the time 
of other single-daily dose sulfas.? High free levels—as much as 95 per cent 
of circulating levels remaining in fully active unconjugated forms.’ Ex- 
tremely low 2.7 per cent incidence of side effects in toxicity studies on 223 
patients.‘ Includes total reactions (subjective and objective), all temporary 
and rapidly reversed. No crystalluria reported. 


KYNEX TABLETS, 0.5 Gm., bottles of 24 and 100. Dosage: 
Adults, 0.5 Gm. (1 tablet) daily following an initial first day 
dose of 1 Gm. (2 tablets). 

KYNEX ACETYL PEDIATRIC SUSPENSION, cherry- 
flavored, 250 mg. sulfamethoxypyridazine activity per tsp, 
(5 cc.). Bottles of 4 and 16 fil. oz. 

New KYNEX ACETYL PEDIATRIC DROPS, cherry- 
flavored, 125 mg. sulfamethoxypyridazine activity per cc. In 
10 cc. squeeze bottle. 


New for acute G. U. infection AZO KYNEX TABLETS (for 
q.i.d. dosage), 125 mg., KYNEX Sulfamethoxypyridazine in 


the shell with 150 mg. phenylazodiaminopyridine HCI in 
the core. 


Precautions: Usual sulfonamide precautions apply. 


1. Boger, W. P.; Strickland, C. S., and Gylfe, J. M.: 
Antibiotic Med. & Clin. Ther. 3:378 (Nov.) 1956. 
2. Boger, W. P.: In: Antibiotics Annual 1958-1959, 
New ae Medical Encyclopedia, Inc., 1959, p. 48. 
3. Sheth, K.; Kulkarni, B. S., and Kamath, P. G.: 

eae ‘Med. & Clin. Ther. 5:604 (Oct.) 1958. 
4. Anderson, P. C., and Wissinger, H. A.: U.S. 
Armed Forces M. J. 10:1051 (Sept.) 1959. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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The Burdick 
MF-49 
Universal 
Diathermy 


The MF-49’s unique circuit design per- 
mits the use of full-power tube output 
for deep heating and treatment of large 
areas. Frequency is controlled by a 
separate tube circuit unaffected by the 
operating characteristics of the patient 
circuit, This results in high output 
relative to tube input. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Offices: NEW YORK CHICAGO ATLANTA LOS ANGELES 
Deolers in all principal cities 


Continued from page 60 


A, Johnson, Roanoke, is Vice-President; and Dr. Tom 
Green, Bristol, is Secretary-Treasurer. 

Officers of the Medical Association of the Valley 
of Virginia are Dr. C. I. Sease, Harrisonburg, Presi- 
dent; Dr. Thomas G. Bell, Staunton, Dr. James L. 
Davis, Waynesboro, and Dr. Brad Bennett, Winchester, 
Vice-Presidents; Dr. William B. Crawford, Woodstock, 
Secretary; and Dr. Charles F. Gaylord, Staunton, 
Treasurer. 

Dr. David J. Crawford has been elected to a three 
year term on the Board of Health of the City of 
Waynesboro. 

Dr. Louis H. Calisch, Danville, has been appointed 
Clinician-in-charge of Danville’s new Treatment Clinic 
for Alcoholics. 

Dr. Robert A. W. Latimer, Manassas, has been 
named Disaster Chairman in Virginia of The Flying 
Physicians Association. 

Dr. Donald L. Arey, Danville, has been elected 
Vice-Mayor for the City of Danville. 

The President-Elect of the Virginia Rehabilitation 
Association is Dr. A. Ray Dawson, Richmond. 

Dr. Benedict Nagler, Superintendent of the Lynch- 
burg Training School and Hospital, has been ap- 
pointed by the National Academy of Sciences, Na- 
tional Research Council, to their committee on Vet- 
eran’s Medical Problems. Dr. Nagler has also been 
named to the Board of Trustees of the newly founded 
Woodrow Wilson Rehabilitation Center Foundation 
at Fisherville. 

The Medical Society of Virginia has the following 
new members: Dr. Robert J. Brennan, Annandale; 
Dr. Francis J. Carbonara, Hampton; Dr. Charles R. 
Chamberlain, Jr., Charlottesville; Dr. William A. 
Davis, Dante; Dr. Frank H. Dudley, Rocky Mount; 
Dr. Raul R. Garcia, Vienna; Dr. William J. Hockett, 
Hampton; Dr. Bernard F. Jamison, Newport News; @ 
Dr. Rolf A. Koehler, Fairfax; Dr. Cooper D. Kunkel, J 
Clarksville; Dr. Willard E. Lee, Jr., Roanoke; Dr. 
Leonard C. Lund, Petersburg; Dr. Frances W. &. 
Min, McLean; Dr. Wallace C. Nunley, Clifton Forge; 
Dr. Gerado B. Palanco, Danville; and Dr. Franklin 
C. Wilson, Hampton. 


WEST VIRGINIA 


The West Virginia Academy of Ophthalmology 4 
and Otolaryngology announces that its Fourteenth An- 
nual Spring Meeting will be held April 6-8, 1961, 
at the Greenbrier Hotel, White Sulphur Springs. The @ 
registration fee is $25.00. For any additional informa: 4 
tion, contact the Secretary, Dr. Worthy W. McKin- 
ney, 109 East Main Street, Beckley, West Virginia. @ 

Officers of the West Virginia Academy of Oph-@ 
thalmology and Otolaryngology are Dr. John A. B.@ 
Holt, Charleston, President; Dr. Albert C. Esposito, 
Huntington, President-Elect; Dr. William K. Marple, @ 
Huntington, Vice-President; Dr. Worthy W. McKin-@ 
ney, Beckley, Secretary-Treasurer; and Dr. James T.@ 
Spencer, Charleston, and Dr. Alan Fawcett, Wheeling, @ 
Directors. 

Dr. Samuel C. Dotson, Jr., Cameron, has accepted q 
an appointment as a member of the medical staffG 


Continued on page 68 
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CAULDRON 
BUBBLE 
GASTRIC 
TROUBLE 


distress with Al-Caroid. The fine-particle dispersion 
of balanced antacids in Al-Caroid quickly neutralizes 
excess gastric acid. The enzyme Caroid added to the 
Al-Caroid formula prevents interruption of protein di- 
gestion. When antacidsraise the pH of stomach contents 
pepsin is inactivated, but the enzyme Caroid contin- 
ues protein digestion in AL-C AROWD 
alkaline or acid media. 

antacid powder or tablets 


American Ferment Division ¢ Breon Laboratories Inc., New York 18, New York 
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Nico- 


the safe ergogenic agent 
Diy 
a ‘phy? 


Whenever non-specific fatigue indicates the need for safe cerebral stimulation, 
Nico-Metrazol deserves a therapeutic trial. The gentle activation of the central nervous 
system and the increased rate of cerebral blood flow effected by Metrazol®, combined 
with increased peripheral blood flow induced by nicotinic acid, provide a “physiologic 
spark-plug” for renewed mental and physical vitality. Fatigue and listlessness are 
frequently replaced by a resurgence of energy and alertness. Chronically apathetic 
geriatric patients often show significant improvement on Nico-Metrazol therapy. 


Outstanding Safety: Nico-Metrazol is markedly free of undesirable systemic action. 
It causes neither hypertension nor postural hypotension. Nico-Metrazol has no adverse 
effect on liver or bone marrow functions. The vasodilating action of nicotinic acid 
produces a transient flush and is accompanied by a feeling of warmth and stimulation. 
Dosage: Initially, 2 Nico-Metrazol Tablets, or 2 teaspoonfuls of Nico-Metrazol Elixir, three or four 


times daily. For maintenance, after optimal results have been achieved, dosage may be reduced to 
1 Nico-Metrazol Tablet or 1 teaspoonful of Nico-Metrazol Elixir three times daily. 


Supply: Nico-Metrazol Tablets and Elixir—100 mg. Metrazol and 50 mg. nicotinic acid in each 
tablet or teaspoonful. 


For information on Vita-Metrazol and Metrazol desage forms, consult your current Physicians’ Desk Reference. 


KNOLL PHARMACEUTICAL COMPANY orance, NEw JERSEY 
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Continued from page 64 


at the West Virginia University Student Health 
Service. 

New members of the West Virginia State Medical 
Association are Dr. Robert B. Cleary, South Charles- 
ton; Dr. John M. Hartman, Charleston; Dr. Robert 
D. Hess, Bridgeport; Dr. George H. Pierson, Jr., 
Clendenin; and Dr. David J. Skewes, Coalwood. 

Dr. Carl E. Johnson, Morgantown, is President of 
the Alumni Association of the West Virginia Univer- 
sity School of Medicine. Dr. C. R. Davisson, Weston, 
is Vice-President; and Dr. Clark K. Sleeth, Morgan- 
town, Secretary-Treasurer. 

Dr. Hu C. Myers, Philippi, has been elected Presi- 
dent of the West Virginia Division of the American 
Cancer Society. Dr. Robert J. Johnson, Morgantown, 
is Vice-President. 

Four West Virginia surgeons have been inducted 
as new Fellows of the American College of Surgeons. 
They are Dr. Jules F. Langlet, Charles Town; Dr. 
Robert A. Barnett, Huntington; Dr. Robert W. 
McCoy, Jr., Keyser; and Dr. Carl A. Liebig, Petersburg. 

New appointments at the West Virginia University 
School of Medicine are Dr. Byron M. Bloor, Associate 
Professor of Surgery and Chairman of the Division 
of Neurosurgery; and Dr. Louis R. Baker, Instructor 
in Anesthesiology in the Department of Surgery. 

Officers of the Central West Virginia Medical So- 
ciety are Dr. Harold D. Almond, Buckhannon, Presi- 
dent; Dr. C. R. Davisson, Weston, Vice-President; 
and Dr. R. L. Chamberlain, Buckhannon, Secretary- 
Treasurer. 
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CLASSIFIED ADVERTISEMENTS 


FOR SALE—GE x-ray machine, 200 MA, 100 KVP, 
Manual tilt table, electric Buckey, fluoroscope, acces- 
sories. Location: South Carolina. Also: McKesson BMR 
machine with carriage. Contact GSC, c/o SMJ. 


WANTED — Two Internists. Board certification or 
eligibility desirable but not essential. U. S. citizen. 
ship and licensure (any state) required. Some quarters 
available; physical plant one of finest in Nation. Con- 
tact: Manager, VA Center, Dublin, Georgia. 


WANTED—General Practitioner. Full-time appoint- 
ment on Acute Medical Service in 1,323 bed Psychi- 
atric Hospital Division, affiliated with Medical Col- 
lege of Georgia. Salary commensurate with medical 
training and experience, up to $13,510.00. Federal 
fringe benefits. Apply: Manager, VA Hospital, Au- 
gusta, Georgia. 


WANTED—General Practitioners. Interested in Psy- 
chiatry. Vacancies exist for several full-time staff phy- 
sicians. Experience in Psychiatry not required. Sal- 
aries commensurate with medical training and ex- 
perience, up to $13,510.00. Federal fringe benefits. 
Apply: Manager, VA Hospital, Augusta, Georgia. 


WANTED—General surgeon, Board certified or Board 
eligible. Prefer one competent in chest surgery. U. §. 
citizenship and licensure (any state) required. Some 
quarters available. Physical plant one of finest in 
Nation. Contact: Manager, VA Center, Dublin, Georgia. 


RHINALL 


spells clear heads@ 


Contains: 
Phenylephrine Hydrochloride 0.15% 
“Propadrine” Hydrochloride 0.3% 
in an isotonic saline menstruum 
Also Available in Convenient 
ounce Spray Bottle 


quick relief from nasal congestion 
in colds, sinusitis, allergic rhinitis 
SAFE FOR CHILDREN and ADULTS 
NO BURNING OR IRRITATION 
NO BAD TASTE OR AFTER-REACTION 
NO RISK OF SENSITIZATION 


THE RHINOPTO COMPANY 


3905 Cedar Springs * Dallas, Texas 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


lifts depression...as it calms anxiety! 


Smooth, balanced action lifts depression as 


4 


it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


» And although amphetamine-barbiturate combina- 


tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
Scored tablets. Write for literature and samples. 


Acts swiftly -— the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


WALLACE LABORATORIES fCranbury, Nf. 
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| whether muscle spasm 
is caused by 


| or 
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orphenadrine citrate 


relieves the muscle in spasm 
and the associated pain...exerts 
its action only at the site 

of need...without impairment 

of general muscle tonus. 
Daylong and nightlong relief 
provided by prolonged action. 


Dosage is the same for all adults, 1 tablet (100 mg.) b.i.d....no 
regardless of age, sex, or weight... confusing dosage adjustments. 
Available in bottles of 50 tablets. 


Northridge, California 


*.S. Patent No. 2,567,351; other patents pending. 
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Mixed bacterial infection of wound fol- Infection eradicated after 10 days of topi- 
lowing closure of dehisced laparotomy cal antibacterial therapy with FURACIN 
incision. Infection persisted despite inten- Soluble Powder. Subsequent healing was 
sive local and systemic therapy. complete and uneventful. 


Postoperative wounds: fight infection, facilitate healing 


In clinical use for more than 13 years and today the most widely prescribed 
single topical antibacterial, FurAcin retains undiminished potency against 
pathogens such as staphylococci that no longer respond adequately to other 
antimicrobials. Furacin is gentle, nontoxic to regenerating tissue, speeds 
healing through efficient prophylaxis or prompt control of infection. Unique 
water-soluble bases provide thorough penetration, lasting activity in wound 
exudates, without “sealing” the lesion or macerating surrounding tissue. 


the broad-spectrum 
bactericide exclusively 
for topical use 
brand of nitrofurazone 


in dosage forms for every topical need 


Soluble Dressing / Soluble Powder 
Solution /Cream / HC Cream 

(with hydrocortisone) / Vaginal 
Suppositories / Inserts / FURESTROL® 
Suppositories (with diethylstilbestrol) 
Special Formulations for Eye, Ear, Nose 
EATON LABORATORIES 


Division of The Norwich Pharmacal Company 
NORWICH, NEW YORK 
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an antibiotic improvement™ 


designed to provide 
& P 
greater therapeutic effectiveness \ 


Pualvcules’ 


in a more acid-stable form 
assure adequate absorption even when taken with food 


Tlosone retains 97.3 percent of its antibacterial activity after exposure 
to gastric juice (pH 1.1) for forty minutes.! This means there is more 
antibiotic available for absorption—greater therapeutic activity. Clin- 
ically, too, Ilosone has been shown?* to be decisively effective in a 
wide variety of bacterial infections—with a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 


1. Stephens, V. C., ef a/.: J. Am. Pharm. A. (Scient. Ed.), 48:620, 1959. Lilly 
2. Salitsky, S., et a/.: Antibiotics Annual, p. 893, 1959-1960. 

3. Reichelderfer, T. E., et a/.: Antibiotics Annual, p. 899, 1959-1960. 
4. Kuder, H. V.: Clin. Pharmacol. & Therap., in press. 


ELI LILLY AND COMPANY «© INDIANAPOLIS 6, INDIANA, U.S.A. 
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@ KAPSEALS” 


(PAROMOMYCIN, PARKE-DAVIS) 


PROVIDES EFFECTIVE ANTIBACTERIAL AND 
ANTIAMEBIC ACTIONS. USEFUL IN INFEG- 
TIOUS DIARRHEAS OF BAGILLARY AND 
NONSPECIFIC ETIOLOGY.” PRACTICALLY UN- 
ABSORBED, THUS VIRTUALLY NONTOXIC.” 
| VALUABLE IN ALL FORMS OF INTESTINAL 
AMEBIASIS-ACUTE, SUBACUTE, AND CHRONIC. 
EFFECTIVE IN PREOPERATIVE SUPPRESSION 
OF INTESTINAL FLORA, AND IN ADJUNC- = |: 
TIVE MANAGEMENT OF HEPATIC COMA.” 


Supplied: Humatin is supplied as the sulfate in Kapseals,® each containing 250 mg. of base; bottles of 16. Literature 
supplying details of dosage and administration available on request. References: (1) Courtney, K. O., & Thompson, 
P E.: Paromomycin As a Therapeutic Substance for Intestinal Amebiasis and Bacterial Enteritis, Antibiotics 
Annual 1959-1960, New York, Medical Encyclopedia Inc., in press. (2) Godenne, G. D.: Paromomycin in Diarrheas 
of Infants and Children, Antibiotics Annual 1959-1960, New York, Medical Encyclopedia Inc., in press. (3) McMath, 
W. FE T., & Hussain, K. K.: Pub. Health 73:328, 1959. (4) Personal Communications to the Department of Clinical 
Investigation, Parke, Davis & Company, 1959. (5) Shafei, A. Z.: Antibiotic Med. & Clin. Therapy 6:275, 1959. 
(6) Elias, F L., & Oliver-Gonzalez, J.: Antibiotic Med. & Clin. Therapy 6:584, 1959. (7) Carter, C. H.: Antibiotic 
Med. & Clin. Therapy 6:586, 1959. (8) Fast, B. B., et al.: Arch. Int. Med. 101:467, 1958. (9) Mackie, J. E., et al.: 
New England J. Med. 259:1151, 1958. (10) Stormont, J. M., et al.: New England J. Med. 259:1145, 1958. 00460 


PARKE, DAVIS & COMPANY Detroit 32, Michigan |ParKe-pavis| 
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